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...A selective cough*controlling narcotic! 
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to keep passages clear. 
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Actions and Uses.— Methantheline bromide, a para- 
sympatholytic agent, produces both. the peripheral 
action of anticholinergic drugs such as atropine and 
the ganglionic blocking action of drugs such as tetra- 
ethylammonium chloride. Tolerated amounts of meth- 
antheline bromide exert side effects typical of atropine- 
like drugs, but cause less tachycardia, and also less 
postural hypotension than does tetraethylammonium 
chloride. Toxic doses produce a curare-like action at 
the somatic neuromuscular junction. 

Clinical studies indicate that the drug effectively in- 
hibits motility of the gastrointestinal and genitourinary 
tracts and, to a variable degree, diminishes the volume 
of perspiration and salivary, gastric and pancreatic se- 
cretions. It also decreases mucoprotein secretion. Like 
atropine, it produces mydriasis and cycloplegia when 
applied locally to the eye or administered systemically, 
but until more clinical evidence becomes available, its 
local use for this purpose is not recommended. The 
value of the drug for preventing abnormal cardiac re- 
flexes through the vagus during thoracic surgery, or as 
an agent for routine preoperative medication in place 
of atropine, requires further investigation before final 
conclusions can be reached. 


Methantheline bromide is indicated for clinical use 
whenever anticholinergic spasmolytic action is desired, 
provided it is not contraindicated because of its atro- 
pine-like characteristics or because of a patient's intol- 
erance to the unavoidable side effects of such therapy. 
It is useful as an adjunct in the management of peptic 
ulcer, chronic hypertrophic gastritis, certain less specific 
forms of gastritis, pylorospasm, hyperemesis gravidarum, 
biliary dyskinesia, acute and chronic pancreatitis, hy- 
permotility of the small intestine not associated with 
organic change, ileostomies, spastic colon (mucous coli- 
tis, irritable bowel), diverticulitis, ureteral and urinary 
bladder spasm, hyperhidrosis or control of normal sweat- 
ing which aggravates certain dermatoses, and control of 
salivation. 


Methantheline bromide produces some degree of 
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with a description of Banthine Bromide for inclusion in New and Nonofficial Remedies) 
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B-diethylmethylaminoethyl 9 


henecarboxylate bromide 


therefore should not be administered to patients with 
glaucoma. It sometimes decreases the ability to read 
fine print. Xerostomia (dryness of the mouth) is a com- 
mon, sometimes transient, side effect. Urinary retention 
of varying degree may occur in elderly male patients 
with prostatic hypertrophy, and some patients may have 
difficulty emptying the rectum. Patients with edematous 
duodenal ulceration may experience nausea and vomit- 
ing during initial administration of the drug. These 
patients should take only liquids during the institution 
of drug therapy. All patients should be advised of the 
possible occurrence of side effects. Overdosage sufficient 
to produce a curare-like action may be counteracted by 
prompt subcutaneous injection of 2 mg. of neostigmine 
methylsulfate. 


Dosage.— Methantheline bromide is administered 
orally or parenterally by either the intramuscular or 
intravenous route. Parenteral administration is not 
advised for patients able to take the drug orally. The 
average initial adult dose, oral or parenteral, is 50 mg. 
For patients with considerable intolerance, 25 mg. may 
be employed. In the management of peptic ulcer, a 
beginning schedule of 50 mg. three times daily before 
meals and 100 to 150 mg. on retiring is suggested. How- 
ever, the usual effective dose is 100 mg. four times 
daily, although some patients may require more or 
less than this amount. The dosage may be increased to 
tolerance, using dryness of the mouth as a guide, and 
adjusted to meet the individual response of patients. 
Maintenance dosage in peptic ulcer is usually consid- 
ered to be about one-half the therapeutic level. In the 
management of other hypermotile or hypersecretory 
states, the dosage should be adjusted to the smallest 
amount which will relieve the symptoms. When spastic 
conditions are secondary to inflammatory or other or- 
ganic lesions, therapy directed toward the cause should 
be employed whenever possible. 
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“Mercurial diuretics are a most effective means of mobilizing fluid in 
patients with cardiac edema. The use of these agents may augment 
greatly the effect of sodium restriction and digitalis administration." 


Salyrgan-Theophylline —a combination of a potent mercurial divu- 
retic with theophylline —is effective orally in certain cases as well 
as parenterally. It is extensively used in the treatment of cardiac 
and cardiorenal edema, dropsy of nephrosis, and ascites of 
hepatic cirrhosis. 


1. Thorn, G. W., and Tyler, F. H.: Med. Clin. North America, 31:1081, Sept. 1947. 
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Includes a selection of acceptable drugs and other therapeutic 
agents for prescription within the hospital or its outpatient 
services for the prophylaxis or management of disease. All 
drugs and therapeutic agents are discussed in alphabetic order 


be observed in administration, and how dispensed. Includes 
conversion tables of equivalent weights and measures, a list of 
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Therapeutic Index. 
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tion on Hemolytic Dlesuse of the Newborn is by Milton S. Sacks, 
Director, Baltimuore Rh Typing Laboratory. Used by practically 
all schools. 


911 Illus. on 637 Figs. $12.50 


APPROVED LABORATORY TECHNIC 
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This completely rewritten edition gives the detailed technics for 
the laboratory tests and examinations of most importance to 
the physician in arriving at a correct diagnosis. 

The book is sub-divided into sections on clinical pathology, 
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bacteriology, parasitology, biochemistry, mycology, histology, 
virology and serology. 

All procedures are concisely detailed in -by-step 
and in precise terms of quantity and time for accuracy of 

sults. Possible sources of error are pointed out. 
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SURGICAL CARE 
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Based on sound physiologic principles and current biochemical 
knowledge, this new text presents positive and detailed pro- 
grams for the preoperative, postoperative and posttraumatic 
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Brief case reports support the text and illustrate mistakes as 
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It supplies the latest and most authoritative information on pre- 
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ical efficacy. 
Astringent-Protective-Hypo-Allergenic 
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A therapeutic attack on bacteria is more 
effective when several agents having har- 
fe monious antibacterial actions are em- 
ployed simultaneously. 
For a simple, effective strategy against 
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‘Eskacillin 100-Sulfas’ (penicillin and the sulfonamides) has been found 
dramatically effective in treating many of the common bacterial infections 
of childhood. It is particularly indicated in the following: 


Pneumonia 

Acute Sinusitis 

Upper Respiratory (and related) Infections 
purulent rhinitis bronchitis 
nasal pharyngitis tonsillitis 
streptococcal sore throat otitis media 

Bacillary Dysentery 

Urinary Tract Infections 


‘Eskacillin 100-Sulfas’ is so pleasant tasting and easy to swallow 

that children enjoy taking whatever amount you prescribe. 

Each teaspoonful (5 cc.) supplies: crystalline potassium penicillin G 
(100,000 Units); sulfadiazine (0.167 Gm.); sulfamerazine (0.167 Gm.); 
sulfamethazine (0.167 Gm.). Available in 2 fl. oz. bottles. 


Smith, Kline & French Laboratories, Philadelphia 


‘Eskacillin 100-Sulfas’ 


(formerly ‘Eskacillin-Sulfas’) 
the original and outstanding FLUID 
penicillin-sulfonamide combination 


‘Eskacillin’ T.M. Reg. U.S. Pat. Off. 
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interim meeting of the AMA House of Delegates in Los Angeles 
this week. 


program formerly sponsored by the American College of Surgeons. 
It will include six representatives from the American Hospital 
Association, three from the American College of Surgeons, and 
three from the American College of Physicians. Its functions 
will be to: (1) formulate standards relating to hospital ac- 
creditation; (2) establish the type and scope of inspections; 
(3) assign responsibility for inspections among the four par- 
ticipating organizations ; and (4) issue certificates of approval 
to qualifying hospitals. It will not be concerned with intern- 
ship and residency training which will remain a function of the 
AMA Council on Medical Education and Hospitals. 


Actual inspections will be made by field representatives of 
the respective participating agencies. Their reports will be 
considered by the Joint Commission. Operating expenses of 
the Commission will be met by the participating organizations on 
a basis proportionate to their representation. The Commission 
will begin operation January l. The budget for the first year 
of operation has been tentatively set at $70,000. This sum does 
not include the expenses for inspections, which will be paid 
separately by the four organizations. 


March 24-27 to Be 
Red Letter Dates 


Outstanding features are the symposium on public relations 
which opens the Assembly Monday noon and a symposium on "The 
Problem Drinker" Tuesday morning. Other sessions will be de- 
voted to discussions on "Problem Ages," obstetrics, and ortho- 
pedics. On Wednesday six distinguished teachers will present 
recent advances in medicine, closing with a one-hour question 
and answer period. 


The entire scientific exhibit will be related to the lecture 
program. Nearly all lecture subjects will be illustrated with a 
graphic exhibit in the auditorium arena. An abstract of the 
program has been sent to the 175 firms who will occupy the 250 
technical exhibit booths; many of them are integrating their 
exhibits with the scientific program to take maximum advantage 
of the educational opportunities afforded. 


Mark your calendar now for these important dates. Fifteen 
hours credit toward formal postgraduate training requirements 


a 
4 Hospital Commission Reliable reports indicate that former Academy president 
ae Members Named Soon Stanley R. Truman will be one of the six AMA representatives 

7 on the new Joint Commission for Accreditation of Hospitals. 

i Official announcement of the appointees may be made during the 
ne The Joint Commission will conduct the hospital accreditation 
> 
Cg po > Better than ever is the promise for the Annual Scientific | 
Es Assembly in Atlantic City, March 24 to 27. The complete program 
ee was published in last month's GP and appears again in this issue. 


Here and There 
in Fewer Words 


may be earned by Academy members attending the Assembly. A 
registration of approximately 7,000 persons is anticipated. The 
Board of Directors will meet on Friday, March 21, preceding the 
Assembly and again on Saturday with the Committee on Scientific 
Assembly and the Committee on General Arrangements. The State 
Officers' Conference will be held on Saturday afternoon. The 
conference will close with a dinner that evening. Dr. Francis 

T. Hodges, San Francisco, is chairman of the conference. Dr. 

S. A. Garlan, New York City, is secretary. 


The Congress of Delegates will convene at 10 a.m. on Sunday, 
March 23. Speaker J. S. DeTar hopes to complete the business of 
the Congress on Monday. The Delegates Dinner will be on Tuesday 
evening. Accommodations have been arranged for 2,400 persons 
at the annual banquet on Wednesday evening. Mrs. Marguerite 
Rosner, chairman of the Ladies' Entertainment Committee, is 
arranging an exceptionally attractive program of entertainment 
for the ladies. 


Dr. S. A. Garlan will represent the Commission on Legislation 
and Public Policy this month at a meeting in New York City of 
the Advisory Council of the Midcentury White House Conference 
on Children and Youth. 


Former director of the Social Security Department of the 
UAW-CIO, Harry Becker, is a newly appointed associate director 
of the Commission on Financing Medical Care of which Graham 
L. Davis, of the Kellogg Foundation, is director. 


Both Prudential Insurance Company and Liberty Mutual have 
announced new "catastrophic" medical insurance policies. 
Primarily designed for persons with incomes of $5,000 or more, 
the typical policy requires that the insured pay the first 
$100 to $500 and 20 per cent of the excess, with the insurance 
company paying the balance up to $5,000 for a single illness. 


Write Schering Corporation if you want to keep up with all 
the "health" articles your patients are reading. They publish 
amonthly digest of such articles appearing in popular magazines. 


Every Academy member should purchase (for one dollar) the 
attractive plaque designed by the AMA for physicians' waiting 
rooms inviting patients "to discuss frankly with me any ques- 
tions regarding my services or my fees." 


Academy member Charles L. Farrell, Pawtucket, R. I., was 
named president-elect of the American Association of Physicians 
and Surgeons at its recent annual meeting in Indianapolis. 


AMA Bureau of Legal Medicine and Legislation is seeking a 
reversal of a 1921 Internal Revenue Bureau ruling disallowing 
income tax deduction of expenses for postgraduate study. A 
recent decision of the Tax Court raises doubts about the success 
of the effort. Deductions by a university professor for Euro- 
pean travel, which he contended was calculated to increase 
his professional prestige and better fit him for his vocation, 
was disallowed on the grounds it was not a legitimate business 
expense. 

Dr. Robert K. Webster, a member of the Indiana chapter, is 
author (with Mr. Greer Williams) of an article "I Am a Doctor, 
and I Am Human," in the November issue of Saturday Evening Post. 
Dr. Webster wrote the Post editor criticizing a health article 
appearing in their magazine—result: The editor invited himto 
express his views in another article. 


Respectfully yours, 


SER 
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cough syrup W 


eae Dihydrocodeinone depresses cough frequency 


° to less exhausting but more productive levels .. . 
plus time-proven expectorants. 


at ‘a _. New your patients can like a cough 
one that is taste-pleasing as 
rel @ confection. 

alo Patients are attracted by the fluorescent- 
like yellow-green color. 


Each 30 cc. of ANACOL Cough Syrup contains: 
Anedyne: Dihydrocodeinone Bitartr 


teform 0.12 Gm. Saline: Ammonium Chloride 0.5 
Gm. Saline Alkelizers: Sodium Citrate 0.6 Gm. 
and Citric Acid 0.3 Gm. Novseont Expectorant: 

Tartar Emetic 8 mg. 


ate 10 mg. and Chio- 
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WARREN-TEED PRODUCTS COMPANY + COLUMBUS 


now available... 
Liquid 


L0 prescribe 


the doctor need only 


...f0 prepare 


the mother simply mixes 


specify the proportion of SIMILAC Liquid with the 
water — SIMILAC Liquid prescribed amount of 
diluted 1 to 1 provides previously boiled water 
normal 20 cal. oz. and prepares ‘‘bottles 


feeding formula without bother”’ 


curd tension of zero, fostering ease of digestion 
50 mg. ascorbic acid per quart of formula 
full, balanced array of essential amino acids 


fats chosen for maximum retention and a high ratio . 
of essential fatty acids 


carbohydrate in the form of lactose (as in breast milk) 


minerals and vitamins in optimum proportions 


M &R LABORATORIES Columbus 16, Ohio 
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Editorial Advisory Board 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; George 
L. Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D.; New Orleans, La.; 
Robert A. Hingson, M.D., Baltimore, Md.; Stevens J. 
Martin, M.D., Hartford, Conn.; Charles F. McCuskey, 
M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. I., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
Gerald H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; 
C. E. de la Chapelle, M.D., New York, N. Y.; William 
H. Gordon, M.D., Lubbock, Tex.; William J. Kerr, 
M.D., San Francisco, Calif.; Louis B. Laplace, M.D., 
Philadelphia, Pa; Wallace M. Yater, M.D., Washing- 
ton, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul 
B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Dowling, M.D., Chicago, II1.; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell 
Finland, M.D., Boston, Mass.; Perrin H. Long, M.D., 
Brooklyn, N. Y.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York, N. Y. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. 
E. Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, 
Jr., M.D., Oklahoma City, Okla.; Willard O. Thomp- 
son, M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 
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General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, lowa; Alison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. 
C.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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DOHO RESEARCH propucts 


The NEW 0-T0S-MO-SAN 


Infections — both Acute and Chronic 
because it is... 


BACTERICI DAL - « « (GRAM-POSITIVE — GRAM-NEGATIVE) — it KILLS 
BACTERIA, including BACILLUS PROTEUS, E. COLI, 
VA BETA HEMOLYTIC STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


F U N G | Cl DAL '. it KILLS FUNGI — including ASPERGILLI, 
TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC e NON-IRRITATING 
STABLE e CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 
Substantiating Laboratory and Clinical data in press. 


FORMULA: 

A NEW, improved process, using 

Doho glycerol base, results in a 

chemical combination having 

these valuable properties. eta 

Sulfathicssle 1.6 GRAMS TRY NEW O-TOS-MO-SAN in your 
Glycerol (DOHO) Base most stubborn cases, the results will 


4 
prove convincing. 
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@ Specific in Suppurative Ear 
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-DOHO CHEN CORP., 100 Varick Street., New York 13, N.Y. = 
RECTALGAN—Liquid . . . For relief in: 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harry Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Washington, D. C.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., Balti- 

more, Md.; D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


can YOU make 


effective diathermy 
treatment 
applications in 

9 seconds or less? 


You can with the Liebel-Flarsheim SW-660 dia- 
thermy! The ingeniously designed unit, the ver- 
satile applicators and the adjustable counterbal- 
anced arms all contribute to faster set-ups and 
more efficient treatment. Why not write us for all 
the facts today! GP-1251 
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PONDETS 


contain 
BOTH PENICILLIN 
and 


BACITRACIN 


bocitracin 
AUTION, 

§iptign To be dispensed only by o for 

Physician or dentist. Direction 

PPlied to physicians and dentis 


InconPoraten « 


In a delicious hard 


ADVANTAGES: candy base that 


completely masks 
antibiotic taste. 


More potent Penicillin and bacitracin exhibit true 
antibiotic action synergism.!? 


Organisms with little or “‘borderline”’ 


Wider antibacterial sensitivity to either antibiotic alone, are 
Spectrum often readily susceptible to this com- 


bination. 


Effective Oral Lasting at least one-half hour in most 
Levels patients. 


1. Eagle, H., and Fleischman, R.: Proc. Soc. Exper. 
Biol. & Med. 68:415, 1948 


2. Bachman, M.C.: J. Clin. Invest. 28 :864, 1949 


In each troche: 20,000 units Crystalline Potas- 
sium Penicillin-G, and 50 units Bacitracin. 


PENICILLIN-BACITRACIN TROCHES WYETH 


SUPPLIED: Vacuum-packed tins of 48 troches. 


Wyeth INCORPORATED, PHILADELPHIA 2, PA, 
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Chis Month’s Authors 


Keith Hammond, M.D., 


a member of the Academy, is a native of Indiana. After graduation from Indiana Uni- 
versity School of Medicine at Indianapolis, he served an internship at U. S. Marine 
Hospital and Charity Hospital, New Orleans, Louisiana. Following three and a half years 
with the Army during World War II, Dr. Hammond resumed General Practice in Paoli, 
Indiana. Outside of pediatrics, his special interests include Negro folk music and ragtime 
piano. 


Earle Milliard Marsh, M.D., 


Clinical Instructor of Gynecology and Obstetrics at the University of California School of 
Medicine, San Francisco, California, was graduated from this School in 1938. He is Chief 
of Gynecology at Garden Hospital and a member of the staff of St. Luke’s and Franklin 
hospitals, all in San Francisco. The author of “Your Baby Is Born,” Dr. Marsh is a Diplo- 
mate of the American Association of Gynecologists, Obstetricians, and Abdominal Surgeons, 


and a Fellow of the American College of Surgeons. 


Roger B. Scott, M.D., 


who received his medical degree from Johns Hopkins University School of Medicine, Bal- 
timore, Maryland, is Associate Professor of Obstetrics and Gynecology, Western Reserve 
° University School of Medicine, Cleveland, Ohio. Dr. Scott is also Associate Director of the 
Division of Obstetrics and Gynecology and Gynecologist-in-Charge at the University Hos- 
pitals of Cleveland. He is co-author of “Experimental Endometriosis,” published in the Trans- 
actions of the International and Fourth American Congress on Obstetrics and Gynecology. 


lan Stevenson, M.D., 
Assistant Professor in the departments of medicine and psychiatry at Louisiana State Uni- 
versity School of Medicine, New Orleans, was born in Montreal in 1918 and educated in 
Canada and Great Britain. A graduate of McGill University Medical School, Montreal, 
he took postgraduate education work in Montreal, New York, and New Orleans. The article 
which appears in this issue is Dr. Stevenson’s third contribution to the scientific section of GP. 
Prior to his present position, he did research work in psychosomatic medicine. 


Hendrik J. Svien, M.D., 


who was graduated from the University of Minnesota Medical School, is a consultant in 
neurosurgery at the Mayo Clinic, Rochester, Minnesota, a position he has held since 1948. 
Dr. Svien served an internship at the Minneapolis Hospital, and completed fellowships in 
general surgery and neurologic surgery at the Mayo Foundation. During World War II, 
he served four years with the Navy Medical Corps with the rank of Lieutenant Com- 
mander. Dr. Svien is a Fellow of the American College of Surgeons. 
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Hydrochloride Crystalline 


Effective against many bacterial and 


rickettsial infections, as well as certain 


protozoal and large viral diseases. 


The Gerliatris looks always for a treatment which shall act 


effectively tocurbinfection, without unduly upsetting normal metabolic 
processes and immunologic responses. Aureomycin provides a maxi- 
mum antt-infectious effect with a minimum of disturbance. Infection 
in the elderly is more apt to be subacute, or chronic, than acute; and of 
mixed rather than pure type. Under such conditions, the oral effec- 


tiveness and broad activity of aureomycin make it of exceptional value. 


Capsules: 50 mg.—Bottles of 25 and 100. 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION american Cyanamid company 
30 Rockefeller Plaza, New York 20, N.Y. 
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the better -CORICIDIN 


Greatest likelihood of aborting 
and mitigating symptoms of the 
common cold follows early use 
of Coricipin. Containing 
chlorprophenpyridamine maleate — 


the antihistamine that is effective 


in the smallest dosage — 
CorICIDIN is gratifyingly devoid 


of significant side effects. 


CORICI 


(antihistamine, antipyretic, analgesic) 


Bloomfield, New Jersey 
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double the power resist food 
in obesity! 


Most obese people are anxious to lose weight, but attaining the goal of a predicted weight 
loss of 15 to 30 pounds is by no means a simple matter. Long-established habits of 


catering to an enormous appetite and the “love for eating” make the problem doubly difficult. 


It requires a strong will-power to adhere to a restricted dietary regimen day after day... 
for dietary restriction and lack of bulk create a gnawing sense of emptiness that impels 


violation of the diet. Bulk hunger, as well as excessive appetite, therefore, must be controlled. 


Based upon the modern concept of hunger and appetite, Obocell makes adherence to 
reducing diets easy. Obocell is a new therapeutic adjunct that curbs appetite, suppresses bulk 
hunger, elevates the mood and doubles the power to resist food. 


Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methylcellulose, 150 mg. 
Dose: Three to six tablets daily, usually given 30 minutes before meals. 
Supplied: Bottles of 100, 500, 1000. 


Literature and Samples on Request 
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Yours Cruly... 


Proctalgia Fugax 


Dear Sir: 

In the September, 1951, issue of GP under “Informa- 
tion Please,” a question is asked as to the etiology of a 
type of pain in the rectum described as occurring in a 50- 
year-old male. The answer includes a statement that the 
pain is due to a cramp in the muscle of the prostate gland. 

I believe that the symptoms presented are suspiciously 
similar to those of the syndrome called “Proctalgia Fugax.” 
The latter is a well-defined symptom-complex of obscure 
etiology and pathology which is characterized by sudden 
and irregularly intermittent attacks of intense pain of 
short duration, occurring in the region of the internal anal 
sphincter and the anorectal ring. The pain may be asso- 
ciated with concomitant symptoms such as precordial pres- 
sure, pallor, profuse perspiration, and transient syncope. 
The attacks are apparently due to muscle spasm, and, 
among other factors, may be precipitated by sexual ex- 
citement. Many cases respond to sublingual administra- 
tion of nitroglycerin at the onset of an attack. The soluble 
tablet gr. 1/100 or gr. 1/200 may be used and repeated if 
necessary. 

For those interested, a review of the world literature 
and a discussion of the pathogenesis, clinical course, and 
treatment of the syndrome may be found in an article en- 
titled “Proctalgia Fugax” by Joseph D. Karras, M.D., and 
Gaspar Angelo, M.D. This article was part of the Sci- 
entific Session of the 1951 meeting of The American 
Proctologic Society and will soon be published in the Amer- 
ican Journal of Surgery. 

Proctalgia Fugax is of particular interest to the general 
practitioner not only because a relatively effective thera- 
peutic agent is available, but also because almost invari- 
ably he is the first and only physician to observe the tran- 
sient attack. Joseru D. Karras, M.D. 
Brookline, Massachusetts 


Pro and Con of Vein Stripping 


Dear Sir: 

Thanks for a wonderfully stimulating journal that is 
eagerly anticipated monthly. 

The article on varicosities [“Varicose Veins,” by Eger 
and Wagner, September, 1951] is very interesting and in- 
formative. However, one or two points of question arise 
on reading the same. 
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LETTERS FROM OUR READERS 


The authors state that in pregnant women supportive 
treatment, except in special cases, is indicated. However, 
earlier in the paper the statement is made that the earlier 
the treatment is started the better the prognosis. Having 
read fairly extensively regarding varicosities, 1 note that 
pregnancy is very frequently given as a contraindication for 
radical therapy. However, when asked the reasons, none 
have been satisfactorily given by the authors noted. 

Dr. James Sullivan of Milwaukee has reported the bene- 
fits of radical therapy in pregnancy, and my experience has 
justified the same, although my series is relatively small. 1 
have found that my results when having operated during 
pregnancy most frequently excel those obtained in the non- 
pregnant individual. Those in whom radical therapy has 
been used are extremely gratified for the therapy used in 
contradistinction to the use of the supportive therapy as 
suggested. 

I also wonder what the proofs are for the statements 
made in the last paragraph on operative therapy regarding 
vein stripping. I have begun the stripping operation re- 
cently and in previous preparations have not found these 
reasons cited, nor have they been encountered during the 
operative procedure or postoperative period. Results with 
the stripping operations excel those in multiple ligation 
so pronouncedly that without full proof of the above state- 
ments, the stripping operation cannot readily be placed 
aside. 

T. D. Exvse, M.D. 


Thiensville, Wisconsin 


Thanks to reader Elbe for his alert questions. The au- 
thor’s reply follows.—Ep. 


Dear Dr. Elbe: 

In any operative procedure, it is basic to secure adequate 
exposure and meticulous hemostasis. Vein stripping violates 
these two principles. The vein is blindly avulsed from the 
surrounding tissues, as well as from its tributaries and per- 
forators by pulling or pushing rather than by dissection 
under direct vision. Subcutaneous bleeding beyond reach 
of the incision must be controlled by external pressure 
rather than by ligature. Hematoma or frank hemorrhage, 
which can occasionally occur even with orthodox surgery, 
is much more likely following vein stripping. It is true 
that longer segments of vein can be removed by stripping, 
but if operative sites for segmental excision are strategically 
(Continued on page 21) 
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(Continued from page 19) 
chosen, the intervening segment of vein will collapse or 
fibrose. The present revival of vein stripping after years 
of general discard threatens to become a fad. In the hands 
of cautious investigators, it may eventually achieve a place 
of merit in carefully selected cases. We strongly protest 
its routine employment at the present time. 

The general reluctance for vein surgery upon the preg- 
nant woman has been based upon the following objec- 
tions: (1) there is usually a marked subsidence of the vari- 
cosis following delivery; (2) operation, if followed by 
wound infection, hematoma, or frank hemorrhage, might 
lead to deep venous thrombosis with its threat of pul- 
monary embolism; and (3) should abortion occur, the pa- 
tient might blame it upon the operative procedure. 

While the first objection is based upon fact, it can also 
be argued that pregnancy brings hidden points of venous 
weakness to light where they may be more easily diagnosed 
and treated. Furthermore, treatment early in pregnancy 
may prevent much of the harmful and more permanent 
effects on the veins. The second and third objections listed 
above are potentialities rather than facts borne out by ex- 
perience. 

In the authors’ experience, it is safe to operate for vari- 
cose veins during pregnancy. This is especially true during 
the first trimester. During any part of pregnancy, how- 
ever, one must always bear in mind that operation is elec- 
tive and can be deferred with use of supportive treatment. 
The presence of ascending thrombophlebitis in varicose 
veins of the thigh is the one absolute indication for imme- 
diate high saphenous ligation. We have not hesitated to 
carry this out during the last two weeks before delivery. 
In general, we again conclude that operative therapy for 
varicose veins during pregnancy should be done in se- 
lected cases only by those specially trained in this field. 

SHerman A. Ecer, M.D. 
Frank B. Wacner, M.D. 
Philadelphia, Pennsylvania 


Dear Sir: 

I am referring to the article on varicose veins of Drs. 
Eger and Wagner in the September issue and to the let- 
ter of Dr. S. R. Truman in the October issue. The first two 
authors condemn vein stripping as an operative procedure; 
Dr. Truman seems to favor it. 

All three authors are probably right. This shows that 
the problem of the right treatment is not yet solved. 

Vein stripping is not to the taste of every surgeon. It is 
a crude traumatizing procedure, leaving a large, uncon- 
trolled, bleeding, concealed wound area behind. Basic sur- 
gical principles are completely neglected. There is danger 
of postoperative causalgia due to tearing of rami cutanei. 
Although the procedure is less time-consuming than mul- 
tiple ligations, it represents a greater surgical intervention 
to the patient and delays early ambulation. It cannot be 
done under local anesthesia. Either spinal or general anes- 
thesia has to be resorted to. Although vein stripping is 
gaining ground in the U. S., it is not accepted by a great 
many surgeons abroad. The originator of this method, Dr. 
W. W. Babcock, by the way, wrote in a personal com- 
munication to one surgeon who recently published an 
article on therapy of varicose veins, that he abandoned 

(Continued on page 23) 
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(Continued from page 21) 
his instrument “which languishes in his attic.” 

On the other hand, the method eliminates with one 
operation the whole diseased saphenous system in selected 
cases. The postoperative morbidity is not as bad as one 
would expect, although in my experience the convales- 
cence after multiple ligations is smoother during the first 
few days. 

The question of recurrences is not yet settled. One 
author recently claimed less recurrences after vein strip- 
ping than after multiple ligations. Another author proved 
the opposite by statistical data of his material. Both articles 
appeared within one and one-half years. 

Every student of this interesting subject finds that the 
therapy is very much in flux. 

Each case has to be treated individually. Some cases are 
suitable for vein stripping; in others multiple ligations are 
indicated. In a third category, a combination of partial 
vein stripping, multiple ligations, excisions, and postopera- 
tive sclerotherapy appears to be the therapy choice. 

Ecmont J. Orsacu, M.D. 


New Britain, Connecticut 


Luxury and Economy 


Dear Sir: 

The other day I received in the mail a sample enclosed 
in a cardboard facsimile of a book including the printing 
and binding. I cannot see how it could have been done 
for less than fifty to seventy-five cents, in addition to the 


cost of the material enclosed. And this is, of course, one of 
the many items that pass over a doctor’s desk. 

I began to wonder how much the cost of medicine is 
being raised by these many, many samples and the liter- 
ature which pours forth in a never-ending Niagara. 
When this is added to the cost of x-rays, laboratory tests, 
medication, such as terramycin or aureomycin, which are 
some of the more expensive ones, it struck me then that 
Blue Shield or no Blue Shield, Blue Cross or no Blue 
Cross, medicine is rapidly becoming too “exclusive” a 
luxury because of its expense. 

If we see a woman with a history of a persistent head- 
ache and, as a substitute for an inquisitive mind which 
might find a history of family difficulties, we use the oph- 
thalmologist, x-rays of the skull, trips to a diagnostic clinic, 
we are then pushing medicine out of the reach of the aver- 
age wage earner. 

Despite the fact, therefore, that we complain about 
druggists prescribing, about cultists treating, about the 
tremendous sale of aspirin, of sedatives, Humphrey’s tonics, 
it becomes readily apparent that these commodities fill a 
definite need in the budget of those who are unable to 
pay for unnecessary medical care. 

What is the solution, then, to this marked extravagance 
on the part of wholesale drug houses who attempt to bar- 
rage the physician with circulars, throwaways, fantastically 
designed mediums to catch the eye, and detail men, all of 
which tend to raise the cost of medication? 

Unfortunately, I don’t know, but there are several pos- 

(Continued on Page 207) 
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Editorials 


Reading, Writing, Arithmetic 


Every once in awhile, an old-timer deplores the 
methods currently in use in the educational pro- 
grams of our elementary schools. He decides that 
much more was learned in the good old days when 
curricula were not so crammed with items likely to 
distract the pupils from basic principles. He de- 
mands a return to the older methods of drilling stu- 
dents in the fundamentals of reading, writing, and 
arithmetic. 

The elementary school is not the only place 
where changes have taken place in educational 
methods. The same thing has been happening in 
the more advanced schools, including the schools 
of medicine. Here the students have exchanged a 
large part of activity in the lecture hall, the cram- 
ming room, and the quiz-master’s study for hos- 
pital wards and clinics. The teaching of clinical 
medicine has passed from the domain of the lecturer 
to that of the bedside teacher. The student has ex- 
changed a textbook and a sheaf of notes for a pa- 
tient, and we believe that the exchange has been 
very much worthwhile. The modern medical grad- 
uate is better prepared to practice medicine than 
were the graduates twenty years ago. There is no 
need for a return to the “good old days” of medical 
education for medical students; but for medical 
graduates the story is different. In our opinion their 
success in medical practice, especially in general 
practice, depends vitally upon renewed interest in 
reading, writing, and arithmetic. 

During the years a man is in school and in formal 
postgraduate training as an intern or resident, he 
may not clearly recognize the importance of one 
type of contribution his teachers and his staff as- 
sociates have made to him. Their efforts in his be- 
half have brought him abreast of all that is modern 
in medicine. If he has not clearly recognized this 
fact, he is not likely to understand that when his 
days of formal training are finished, the problem of 
staying abreast of the advances in medicine has be- 
come a personal one. The days of spoon-feeding are 
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ended. From now on, his intellectual advancement 
depends largely upon himself. 

There are various ways in which the physician 
in practice can avoid falling behind. One is the 
faithful attendance at hospital staff conferences and 
county, state, and national medical society meet- 
ings. Another is by regular attendance at postgradu- 
ate refresher courses. In this regard, the American 
Academy of General Practice has been remarkably 
foresighted in requiring of its membership a pre- 
scribed allotment of postgraduate education. 

A third way is by participation in hospital ac- 
tivities as a visiting physician. Unfortunately in 
past years there has been too much tendency to ex- 
clude general practitioners from this kind of hospital 
service. However, the pendulum is swinging in the 
other direction now, and general practitioners are 
being invited to take part in the programs for train- 
ing of interns and residents in many hospitals, and 
even in some medical schools. This is indeed a 
happy circumstance, for there is nothing more re- 
freshing for the intellect than association with an 
intern-resident staff. On the other hand, such an 
association implies that the general practitioner shall 
be prepared to do his part in giving instruction. Al- 
though his experience in the practice of medicine 
is a valuable attribute for this job, it is still not 
enough. For this purpose, or for the satisfaction of 
his personal ambition, the general practitioner must 
develop the habit of reading some portion of the 
current literature faithfully and well. 

There is no harder job than keeping up with the 
current literature. Most of us subscribe to a num- 
ber of medical journals and magazines. Our inten- 
tions to read them faithfully are good. Our accom- 
plishments are best assayed by measuring the size of 
the stack of journals on the bedside table or the 
study desk. All too often this stack is a sizeable one. 
Undoubtedly, self-discipline and self-training are 
most important for keeping the stack down to a size 
that it will not discourage us too completely. But 
there is another method, a kind of trick if you like, 
which helps to enforce the discipline and the train- 


. 
: 
ae 


ing. This is the formation of a current literature 
club in which the physician joins with one or more 
of his fellows in the task of keeping abreast. Each 
member of the club accepts the responsibility for 
reporting on one or more journals to his fellows. 
The most effective clubs we have seen are limited 
to two or three members. In this way two things are 
accomplished: first, the participant has a strong 
obligation to read his share in order to be able to 
report satisfactorily to his fellows. Second, each 
member of the club enlarges his reading in pro- 
portion to the total membership or to the total num- 
ber of journals covered by the club. 

Next in the list for success in practice is the mat- 
ter of writing. We don’t mean to imply under this 
heading that a physician must be an author in order 
to be successful. We have nothing against author- 
ship and believe that it may at times contribute to 
making a physician well-known in his community. 
But we are more concerned with the day-to-day 
writing of records of his patients. A physician does 
not begin to get full value from his experience in 
studying patients until he acquires the habit of writ- 
ing down his findings. Such written records are the 
best monitor on intellectual honesty. Furthermore, 
they give him a background of information on his 
patients which is nearly always useful for the fu- 
ture. In one sense the physician owes it to his 
patients to keep good written records, but in another 
and larger sense the physician owes this to himself. 
It is only by the faithful writing of such records 
that he may expect to develop thoroughness in his 
approach to medical problems, the breadth of vision 
for solving them. When the patient is being studied 
in a hospital, the need for the physician to make a 
written record is all the greater. In smaller hospitals 
he may be the only one responsible for this part of 
the chart. In hospitals where an intern-resident staff 
is responsible in part for the record of the patient's 
studies, the attending physician nevertheless has his 
obligations in this regard also. Because of his knowl- 
edge and experience, he can add to the record facts 
and findings which the intern could not know. His 
notes should serve as a valuable guide to the intern 
and are therefore part of the training program for 
the intern-resident staff. Nothing is quicker to gain 
the respect of these young men in training than a 
willingness on the part of the attending physician 
to inscribe his findings and thoughts in a patient's 
chart. It seems to us that the need for the general 
practitioner to do this is even greater than for the 
specialists. 

We come now to the third item in our list—arith- 


metic. Although we have left this until last and 
shall have least to say about it, it is perhaps the 
most important of all. We confess that we are guilty 
here of playing with words—we do not really be- 
lieve that the physician in practice needs to study 
anything so basic as arithmetic. But he does need to 
apply this basic science to the financial side of medi- 
cal practice. The physician who enters independent 
medical practice is likely to have scant knowledge 
of and too little interest in its financial aspects. He 
would do well at the start to read a practical book 
on the subject and then enlist the aid of a good ac- 
countant in setting up a practical plan for taking 
care of his own financial affairs. Although very few 
physicians are in the practice of medicine solely for 
the monetary reward, they have a personal and fam- 
ily obligation to understand what is happening to 
them financially from year to year. Without good 
financial records they cannot hope to attain this 
understanding. In addition, there are other financial 
matters connected with the practice of medicine 
which were covered beautifully in the Waterson- 
Tibbitts analysis of the Dichter report in the Octo- 
ber issue of GP. 

With all these considerations in mind, we believe 
that every physician can decide for himself whether 
or not he has any deficiencies in his personal edu- 
cational program. By examining his own conscience 
he can determine just how much need he has for 
an enlargement of his reading, writing, and arith- 
metic. 


Controversy Over Diathermy 


Lire is usually pretty exciting in the production 
office of a magazine, and at times it becomes down- 
right stormy. One of these times is sure to come 
after publication of a controversial scientific article. 

Here in the production office of GP we have not 
had many storms of this kind—we get our share of 
others. Most of our scientific articles have been free 
of controversial items, or have fairly stated various 
points of view, when there are differences of opin- 
ion. This is what might be expected in the light of 
what we conceive to be the mission of our scientific 
articles in educating our readers. 

Still, it is bound to happen that we will publish 
some articles containing statements which are de- 
batable. An outstanding example was Dr. Edwin 
Matlin’s “Advantages of Microthermy.” Dr. Matlin 
told about his experience with this type of dia- 
thermy. It was obvious that he is a very satisfied 
user. It was also obvious that he prefers micro-wave 
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diathermy to either long-wave or short-wave forms. 
Dr. Matlin made no claim to being an authority 
on diathermy or any other aspect of physical medi- 
cine. He is a very hard-working general practitioner 
who somehow finds the time to write about what 
he sees and does. We printed his article on micro- 
thermy, fully recognizing that his opinions are con- 
troversial, but believing that an author has a right 
to express opinions as well as state facts. 

We know that there are many satisfied users of 
short-wave diathermy and that manufacturers can 
present strong arguments in favor of this type of 
equipment. We would like it clearly understood 
that Dr. Matlin’s endorsement of microthermy was 
his opinion and did not represent an expression of 
opinion by our editorial staff. We'll reserve our 
opinions on controversial matters for our editorial 


pages. 


Books on “Natural Childbirth” 


As THE reviewer of a new book by L. G. Roth on 
Understanding Natural Childbirth says (J.A.M.A., 
March 17, 1951), of late there have appeared a 
number of books designed to take away from ex- 
pectant mothers their fears, and these works are 
being widely read. 

This idea of fearless pregnancy started with the 
book on Natural Childbirth, published in 1933 by 
Grantly Dick Read. In 1937, Kathleen Vaughan 
wrote on Safe Childbirth. In 1944, Read wrote 
again on Childbirth Without Fear. In 1949, Helen 
Heardman wrote A Way to Natural Childbirth. 
In 1950, Herbert Thoms published Training for 
Childbirth, and F. W. Goodrich, Jr., wrote Natural 
Childbirth-A Manual for Expectant Mothers. 
Now Thoms has a new book on the subject. 

Especially for those many women who, for 9 
months, keep fearing that their child will be born 
“marked” or defective, or cursed with some form 
of epilepsy, or injured by an Rh incompatibility, 
these books should be helpful. 


Anticoagulant Therapy 


THERE are few therapeutic methods which have 
enjoyed wider discussion in the medical literature 
and which have climbed faster to prominence in 
medical teaching than the use of anticoagulant 
drugs. This form of treatment has been so strongly 
recommended by eminent authorities that one feels 
obligated to use it in a variety of disorders, includ- 
ing myocardial infarction, congestive heart failure, 
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and thrombophlebitis with or without pulmonary 
embolism. Perhaps it is well, therefore, to take stock 
of some of the recent advances in the use of anti- 
coagulants, and briefly to assay the whole problem 
of this kind of treatment from the point of view of 
someone who is not an original investigator of its 
use. 

First of all, it may be well to know that several 
new anticoagulants have been reported. One of 
them, phenyl-inandione, has an action which is said 
to be intermediate in effect between heparin and 
Dicumarol (Blaustein, A. U., et al.: Circulation, 
1:1195, 1950). The use of this drug is controlled 
by means of frequent prothrombin estimations, in 
somewhat the same manner as for Dicumarol. A 
second is Paritol, which acts rapidly like heparin 
but has a somewhat longer duration of action after 
intravenous injection (Sorenson, C. W., and 
Wright, I. S.: Circulation, 2:658, 1950). The dos- 
age of this drug is regulated, as with heparin, by 
repeated estimations of the clotting time. A third 
new anticoagulant is ethyl biscoumacetate (Tro- 
mexan). This drug is given by mouth, and acts in 
a manner similar to Dicumarol, although its po- 
tency is about one-fifth that of the latter drug. Also, 
ethyl biscoumacetate is more rapidly eliminated 
than Dicumarol, so that the drug must usually be 
given at least once a day—sometimes two or three 
times a day—in order to achieve the desired increase 
in the prothrombin time. 

Burke and Wright recommend an initial dose of 
1,200 to 1,800 mg. and a maintenance dose of 600 
to 900 mg. daily (Circulation, 3:164, 1951). They 
emphasize that rapidity of absorption and excretion 
of the drug make it imperative that an interval no 
longer than 24 hours elapse between doses. They 
believe that ethyl biscoumacetate has advantages 
over Dicumarol, but this thought is denied by the 
experience of Barker and his co-workers, who found 
that a stable effect on the prothrombin time was 
more difficult to achieve than with Dicumarol, es- 
pecially during the first seven to ten days of anti- 
coagulant treatment (Proc. Staff Meet., Mayo 
Clin., 26:162, 1951). This drug produces compli- 
cations in the same way as Dicumarol, and control 
of an excessive effect on the prothrombin time may 
be attained in very much the same way—for ex- 
ample, by administration of large amounts of a 
vitamin K preparation intravenously. 

A somewhat new approach to the use of Dicum- 
arol has recently been reported by Shapiro and 
Weiner (Am. Heart J., 41:749, 1951). These au- 
thors recommend that the drug be given by what 
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they call an intermittent dosage schedule. They ad- 
minister a relatively large initial dose, the size of 
which is regulated by consideration of numerous 
factors, which they review in detail. They strive to 
give an initial dose which will provide a peak 
prothrombin response of two to two and one-half 
times the normal control value of the whole plasma 
prothrombin time. The size of subsequent doses 
depends upon the response to the previous dose. 
Each dose is given when the prothrombin time has 
dropped about halfway from the peak value to the 
control value. If the initial dose results in the de- 
sired response, a repeat dose one-half its size may 
be expected to cause again the desired prothrombin 
response. By this technique a dose of Dicumarol 
may be given as infrequently as every ten days for 
some cases. 

The authors emphasize that one must avoid giv- 
ing a fixed dose for all subjects and must individu- 
alize the size and frequency of dosage according to 
the needs of the patient, and in consideration of 
the factors mentioned. It is their firm belief that 
this method of administering Dicumarol has defi- 
nite advantages over the so-called maintenance dose 
method which has been more widely used. 

It is our impression that the whole problem of 
anticoagulant therapy has been quite confusing to 
the majority of physicians who are most concerned 
with its use. First of all, there are difficulties which 
are inherent in the technique and which result 
mainly from the fact that we do not yet have a 
cheap, effective, safe anticoagulant, the use of 
which can be readily controlled. Second, there is 
the mere fact of newness and unfamiliarity to add 
to the difficulty. Then there is the matter of cost 
to the patient. Although some of the anticoagulants 
are quite cheap, the methods which are employed 
in their administration greatly increase the costs of 
any sickness for which they may be used. This is a 
factor which is bound to influence the thinking of 
any man who is serving as a personal physician. In 
the third place, although most of the experts in the 
use of anticoagulant therapy are agreed about the 
indications for employment of this method, there 
is some disagreement as to the length of time treat- 
ment should be continued for various disorders. 

Let’s be reassured. The difficulties may not be so 
great as they now seem. Further dissemination of 
knowledge and increased experience with the tech- 
nique are sure to help most physicians. Indeed, we 
are gaining experience which seems to show that 
anticoagulant therapy for certain disorders is not 
so strongly indicated as might have been supposed 


from earlier reports. For example, a careful evalua- 
tion of cases of myocardial infarction by Russek and 
his co-workers certainly seems to justify the con- 
clusions that Dicumarol should not be used routine- 
ly for the treatment of myocardial infarction, and 
that selection of patients for anticoagulant therapy 
should be based on certain known prognostic cri- 
teria (J.A.M.A., 145:390, 1951). We may antici- 
pate that new and safer anticoagulants will be forth- 
coming, or better methods will be devised for con- 
trol of tendency to excessive intravascular clotting. 


Loss of Face? 


Our esteemed contemporary, the British Medical 
Journal, has frequently expressed concern over the 
steadily rising cost of “nationalized” medical serv- 
ice, which has now reached an appalling annual 
total of £400,000,000. Concerned that “if it turns 
out to be a costly failure, then the reputation of 
this country will suffer a severe setback . . .,” the 
Journal suggests that the medical profession join 
with the Ministry of Health in preventing the 
waste of money on nonessentials. 

Avoidance of wasteful practices is always lauda- 
ble, of course. And admittedly the British public 
has abused the original intent of the Act, with de- 
mands for duplicate spectacles, unnecessary den- 
tures, and free aspirin for imaginary aches. Human 
nature being what it is, those are logical responses 
to a “something for nothing” philosophy. 

But it occurs to us that what the National 
Health Service is doing to the quality of health 
care and medical service is cause for more concern 
than is the possible loss of face to the Government 
Cand, inferentially, to the medical association which 
so meekly surrendered professional freedom) should 
this socialistic experiment fall on its nose. 

Also of more immediate concern, we believe, is 
that the general practitioner (described by that 
same Journal as “the focal point . . . of medical 
activity”) is inexorably being thwarted in his pro- 
fessional function by overwork, government direc- 
tives, and starvation wages. Annual payments to 
9,500 dentists exceed by £1,000 the yearly pay of 
twice that many family doctors. Instead of being 
the one “upon whom the preventive activities of 
the Health Service depend” (another Journal 
quote), the general practitioner has been so re- 
duced to the role of clerk that recently a govern- 
ment official seriously suggested that it should be 
a doctor’s duty to personally inspect an applicant’s 
cellar before granting a certificate for more fuel. 
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Uncle Wilfred 


Winoinc up his vacation in Hollywood, Uncle 
Wilfred dropped us a card last week. Wanted to 
tell us about a new movie he saw in which Cary 
Grant plays the part of a doctor. Its dedication: 
“To that one who has inspired man’s unending 
battle against Death, and without whom that battle 
is never won . . . the patient.” 


More Nurses Urgently Needed 


AN ARTICLE in the Business and Economics section 
of the April issue pointed up the alarming scarcity 
of trained nurses and urged general practitioners to 
exert their influence in attracting more young 
ladies into that noble profession. 

We have just seen a report on this same subject 
by Miss Ruth B. Freeman, Nursing Consultant 
with the National Security Resources Board, and 
Associate Professor of Public Health Administra- 
tion at Johns Hopkins University. Miss Freeman 
presents evidence that this condition is growing 
more acute as shown by the following statements: 

“The United States will need almost 100,000 
more nurses by 1960 to meet the growing demands 
for the professional nurses in public health, hos- 
pitals, industry, and physicians’ offices and to take 
care of the expanding population. 

“One out of every 10 girls graduating from high 
school must be recruited as a nurse if the Nation’s 
needs are to be met. 

“The use of nurse power is a continuing rather 
than an emergency problem, and it is not realistic 
to count on the 205,000 inactive nurses to fill un- 
met needs. Of the total now inactive, 87 per cent 
are married; 57 per cent have children under 18; 
10.6 per cent are over 50 years old.” 

In the interest of your patients, and to assure 
yourself a continuance of ample, well-trained nurs- 
ing assistance, we again urge you to bring to the 
attention of personable and intelligent girls in your 
community the opportunities for service and a sat- 
isfying career in the nursing profession. 


Cation Exchange Resins 


THE two types of cation exchange resins now in 
use are the carboxylic and the sulfonic. They have 
some differences in their action, but these are un- 
important to an understanding of the general prin- 
ciples. When these exchange resins are ingested, 
they are not absorbed from the intestine into the 
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blood stream. While in the alimentary canal, they 
exchange ammonium and hydrogen ions for cations 
such as sodium, potassium, magnesium, and cal- 
cium. This effectively prevents absorption of such 
minerals and leads to acidification, because the 
ammonium ions after absorption are converted to 
urea in the liver and the hydrogen ions combine 
with chloride to form hydrochloric acid. The resins 
have a stronger affinity for sodium and potassium 
because these are more plentiful than other min- 
erals in the alimentary canal. 

The cation exchange resins have been used to 
date mainly in the treatment of edema. It has 
long been known that stringent restriction of so- 
dium intake is beneficial in the relief of edema. 
In some cases in which edema is refractory to other 
therapy, improvement results when the daily so- 
dium intake is kept below 1 Gm. This imposes a 
dietary restriction of sodium to which it is difficult 
for the patient to adhere. In such cases, therefore, 
the prescription of cation exchange resins may be 
especially helpful. While taking a resin with a diet 
in which sodium restriction is no more than mod- 
erate, a patient might be expected to absorb rela- 
tively small amounts of sodium, so that the result 
is the same as though he were ingesting a truly 
low-sodium diet. With this thought in mind, then, 
the resins have been used in cases of edema due 
to cardiac failure, nephrosis, cirrhosis of the liver, 
and occasionally other causes. In most instances, the 
drugs have worked as expected, and edema has 
been relieved and prevented from recurring. 

Nevertheless, the resins have some annoying 
features. In the first place, because they are insol- 
uble (their action depends upon this property), 
and because they must be taken in rather large 
amounts, they are unpleasant to swallow. Patients 
often get the impression that they are trying to eat 
sand. Some of the resins also have a rather gritty 
quality which is irritating during passage of a 
stool. 

Although various potential dangers have been 
feared from use of the resins, the only one of prac- 
tical significance is depletion of potassium. The 
resins have about the same affinity for potassium 
as for sodium. As a matter of fact, this has led 
to their use in the treatment of hyperpotassemia 
due to renal insufficiency. However, when there is 
no hyperpotassemia, serious depletion of body po- 
tassium stores may develop. This is more likely to 
occur when the sodium content of the diet is low, 
because under these conditions, the resin will pick 
up potassium in preference to sodium. There are 
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various remedies for this situation. The patient can 
take potassium citrate or a potassium-containing 
salt substitute. Sometimes a glass of fruit juice be- 
fore breakfast, with resin following the meal is 
adequate. Finally, a resin can be used which is 
partly in the potassium cycle, that is, contains some 
potassium instead of ammonium to start with. 

A second practical danger is acidosis. The resin 
acts by forming ammonium chloride which on ab- 
sorption has an acidifying effect. This is no dis- 
advantage in the treatment of edema due to cardiac 
failure, providing there is no renal insufficiency. 
On the other hand, in some types of renal disease 
with renal failure, acidosis may become decompen- 
sated, with serious clinical effects. 

When resins were first used in the treatment of 
edema due to cardiac failure, some fear resulted 
from the fact that casts appeared in the urine. 
Later studies have shown, however, that the ap- 
pearance of casts has no serious significance. When 
the resins are stopped the casts disappear. Long- 
continued administration of the resins does not 
lead to renal damage. 

The optimal daily dose of resin for the treat- 


Or THE major therapeutic discoveries of the first 
half of the twentieth century, two stand out like 
clubs in a riot: the perfection of insulin for the 
treatment of diabetes by Banting, Best, and Collip, 
and the introduction of liver as specific therapy in 
pernicious anemia as a result of the researches of 
Whipple, Minot, and Murphy. Their outstanding 
importance lies in the fact that they have prolonged 
the lives and usefulness of hundreds of thousands 
of patients formerly doomed to die. Curiously, 
Minot, one of the group of men who discovered 
liver therapy, was a diabetic, and there is no ques- 
tion that the use of insulin prolonged his life and 
insured to him years of productive work, far beyond 
the period of expectation prior to insulin therapy. 

The discovery of insulin stems from the observa- 
tion of von Mering and Minkowski in 1889 that 
experimental ablation of the pancreas leads to dia- 
betes, and the later demonstration of Minkowski 
that implantation of pancreatic tissue in the peri- 
toneal cavity prevents this. This latter observation 
showed the inner secretory nature of the gland and, 
inasmuch as the acinar epithelial cells were known 
to pour their secretion into the intestine through 
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ment of edema is between 40 and 100 Gm. Usually 
this amount is given in divided doses three or 
four times a day. Although there is no effective 
way to give the resin pleasantly, one of the best 
is to pulverize it into a fine powder and mix it 
with a heavy liquid such as tomato juice. Although 
the resin can be given continuously, some authors 
now favor an interrupted schedule whereby the 
drug is administered for four or five days out of 
every seven. 

The final importance of cation exchange resins 
in therapy remains to be determined. Certainly, 
they are useful in the treatment of some cases of 
edema which are obstinate to other treatment. 
Presumably they will be helpful in any instance 
in which it is desired to limit absorption of sodium. 
One field in which exploration is only beginning 
is their administration to patients with severe hy- 
pertension. In this disease a low-sodium intake has 
been reported to be effective. It is hoped that the 
use of the resins will make it possible to keep the 
sodium intake low without imposing upon the pa- 
tient a very low-sodium diet—an imposition against 
which he usually rebels. 


the pancreatic ducts, focused attention on the islets 
of cells first described by Langerhans in 1869. At 
that time, their hypothetical inner secretion was 
named “insuline” by de Meyer in 1909. About that 
time too, histologists discovered that the islets con- 
tained two types of cells, the one containing so- 
called alpha (a) and the other so-called beta (8) 
granulations. Later delta (A) granulations were 
described by Bloom, but subsequently Gamon 
showed that these were merely aged alpha cells. 
Insulin is a protein and was first commercially 
available in 1923 as a buffered aqueous solution of 
insulin hydrochloride, the “Iletin” of Lilly and 
Company, and, after the work of Hagedorn on 
protamine insulin in 1937, and the addition of zinc 
to this by Scott and Fisher a little later, as prota- 
mine zinc insulin. Still later, salts of insulin with 
cadmium, zinc, and other metals in crystalline form 
were made available by J. J. Abel. The advantages 
of pure crystalline salts are that some of them are 
free from glucagon and are less likely to provoke 
allergic reactions than the original insulin. The ad- 
vantage of protamine zinc insulin over the old 
insulin lies in the fact that it is insoluble at the pH 
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of the tissues and is therefore more slowly absorbed. 

The important effects of insulin include: promo- 
tion of the oxidation of glucose by the tissues; depo- 
sition of glycogen in the liver and muscles; inhibi- 
tion of sugar formation from proteins and possibly 
fats; and promotion of the deposition of fat from 
dietary glucose, which tends to inhibit ketosis. 

Quite early in the history of the clinical use of 
insulin, it was noted that paradoxical reactions 
sometimes occurred. Certain pancreatic extracts and 
insulin preparations contained substances which 
actually increased the sugar content of the blood, at 
least temporarily, particularly after intravenous in- 
jection. Kimball and Murlin, and later numerous 
other observers, noted an initial hyperglycemia 
after administration of insulin. This effect was as- 
sumed to be due to some other substance—chris- 
tened glucagon by the first-named observers. Later 
studies by Biirger and his associates showed that 
this substance mobilized glycogen from the liver 
and that it was not present in all preparations of 
crystalline insulin. Still later, researches by Heard 
and his associates and by Sutherland indicated that 
the hyperglycemic element was produced by the 
alpha cells of the Langerhans’ islands. 

The dosage of insulin is expressed in units, each 
unit representing 1/22 of a standard preparation in 
possession of the National Institute for Medical 
Research in London, England. In many patients 
with mild diabetes, particularly the elderly and old, 
the disease can be controlled by appropriate diet, 
and in such patients insulin need not be used. Inas- 
much as insulin is inactivated by the gastric juice 
and is not absorbed from the large bowel, it must 
be administered subcutaneously or intravenously. 
Adult diabetics may readily be taught the technique 
of subcutaneous  self-administration. Intravenous 
administration should be confined to emergency use 
by the physician. 

The use of insulin to control diabetes is a form 
of substitution therapy. It is injected to control the 
utilization of the excess dextrose which in diabetics 
enters the circulation from the liver or is absorbed 
by the intestine. As noted above, insulin is not 
needed in mild diabetes, but is usually essential in 
severe cases and in those forms of contrainsular ac- 
tivity associated with disease of the anterior pitui- 
tary, thyroid, or adrenal. Experience has shown that 
a mixture of old insulin and protamine zinc insulin 
more closely imitates the natural secretion of the 
hormone than does the use of the two forms sepa- 
rately. NPH insulin, which is a scientific blend of 
protamine and old insulin, furnishes the practi- 
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tioner with a satisfactory means of using a mixture. 

It must never be forgotten that overdoses of in- 
sulin may produce serious and even fatal insulin 
shock. For that reason, it is essential that diabetics 
under insulin treatment always have with them a 
notice to the effect that they are diabetics and are 
under insulin treatment. 

As to the fate of insulin in the body, it has been 
pretty well proven that various tissues have insulin- 
destroying activity: liver, kidney, muscle, brain, 
whole and washed blood, and blood plasma all pos- 
sess this capacity in diminishing degree in the order 
above-named. This power of insulin destruction 
does not remain unchanged throughout life, for the 
capacity of blood to demolish the hormone may in- 
crease with age, and other factors such as acute in- 
fections and some types of prolonged insulin resist- 
ance may also change it. Such facts must be recog- 
nized in order to use insulin intelligently, and it 
must also be remembered that there are still many 
moot points concerning the action of this invaluable 
substance. As Bruch points out, discussion of the 
mechanism involved in the action of insulin is still 
going on (Arch. Int. Med., 86:427, 1950). Insulin 
is a hormone, and apparently hormones do not initi- 
ate new metabolic processes, but influence the rate 
of speed of existing processes by accelerating or re- 
tarding enzymatic reactions in the cells upon which 
they act. Insulin is involved in the metabolism of 
organic phosphate compounds. The first step in the 
utilization of glucose by animal tissue is the phos- 
phorylation of glucose to a nucleotide. This phos- 
phorylation (Equation A) which is catalyzed by 
the enzyme, hexokinase, is a prerequisite for the 
subsequent biochemical oxidation of glucose. Its 
transformation to glycogen also proceeds from Equa- 
tion A through two further steps which are by the 
enzymes phosphoglucomutase (Equation B) and 
phosphorylase (Equation C). Cori and his co- 
workers showed in 1945 that Equation A can be 
inhibited by extract of the anterior lobe of the pitui- 
tary and that this inhibition is abolished by insulin. 
Discussion of this and of other experimental find- 
ings of the Cori group is still going on. 

Finally, the use of insulin for purposes other 
than the control of diabetes may be briefly men- 
tioned. The treatment of schizophrenia by insulin 
shock, a dangerous and not infrequently fatal pro- 
cedure, should be employed by experts only. The 
use of insulin to combat anorexia, and its combina- 
tion with dextrose as an aid in overcoming starva- 
tion and the effects of surgical trauma and anes- 
thesia may be noted. —Grorce Biumer, M.D. 
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Above: Photomicrograph of a well-differentiated 
adenocarcinoma of the cervix. Although the cer- 
vical glands are clearly recognizable, there is a 
marked irregularity in the arrangement of the 
glandular structure. X200. 


Top, right: In this section of an adenocarcinoma 
of the cervix the cells exhibit a considerable de- 
gree of anaplasia, but there is a definite tendency 
to form acini and cystic spaces. X100. 


Bottom, right: Carcinoma of the uterus in which 
there is marked anaplasia of the epithelial cells. 
Throughout the section there are exhibited great 
variations in size, shape, and staining qualities 
both of the cells and their nuclear contents. 


X200. 


Below: An adenocarcinoma of the endometrium 
containing glands and cysts of irregular structure 
lined by columnar epithelial cells arranged in 
one or more layers. Note also the abundance of 
large cells and the non-uniformity of staining. 


TISSUE SECTIONS ILLUSTRATING 
TYPES OF CARCINOMA 
ARISING FROM GLANDULAR STRUCTURES 
OF THE CERVIX AND UTERUS 


Color illustrations from Sharp & Dohme Seminar 


BY ROGER 8B. SCOTT, MD. AND JAMES W. REAGAN, M.D. 


Western Reserve University School of Medicine, Cleveland, Ohio 


Cancer detection must begin in the family physician’s office. Abnormal uterine bleeding 


in middle-aged women and vague, or seemingly minor, gynecologic abnormalities are indications 
for thorough examination, including biopsy, curettage, and use of Papanicolaou spreads. 
Although many cases of cancer of the cervix are best treated by radiation therapy alone, cancer 


Rapip advances have been made, particularly in the 
last fifteen years, in the diagnosis of cancer of the 
cervix and cancer of the endometrium. With these 
advances, many cherished “basic concepts” and 
clinical idioms have been overthrown; some that 
have not been found basically unsound have had a 
large question mark put after them and are being 
subjected to a closer, more scientific scrutiny. Only 
by dispelling old misconceptions from both physi- 
cians’ and laymens’ minds can early detection of 
cancer be made possible. At the risk of being trite 
at times, a few of these misconceptions will be 
stated and discussed. 

Profuse, prolonged, or intermenstrual bleeding 
at the menopause has no special significance and 
will correct itself. This is grandmother's or mother’s 
advice; this is the meaning behind the unsound 
reassurance of the statement, “That is what hap- 
pened to me when I was changing, so you can ex- 
pect the same thing.” Thus encouraged, the patient 
with such symptoms lets months go by before seek- 
ing medical advice. All too often, when she finally 


of the body of the uterus is an indication for preoperative radiation therapy plus hysterectomy. 


reports to the physician, adequate examination and 


studies are not done and she is sent on her way, 
again reassured, with a prescription for a hormone 
tablet or rubbing her arm at the site of hormone 
injection. 

It is certainly true that functional uterine bleed- 
ing is most common during the period of waning 
ovarian function near or at the menopause. It is 
just as true that the average age for clinically de- 
tectable cancer of the cervix is 48, the average age 
of the menopause. A diagnosis of functional uterine 
bleeding cannot be made on the basis of symptoms 
—it is a diagnosis justifiable only after all organic 
causes for the abnormal bleeding have been ruled 
out. Worthy of mention at this point is the fact 
that one of the diagnostic procedures, uterine curet- 
tage, is a very potent therapeutic weapon. 

Postmenopausal bleeding which accompanies or 
follows hormone administration is always a result 
of this medication. Vaginal bleeding which follows 
prolonged administration or withdrawal of the estro- 
genic hormone is rapidly becoming one of the most 
common benign causes of this symptom. However, 
genital malignancy is present in from 25 to 60 per 
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cent of all patients with postmenopausal bleeding, 
according to various accumulated statistics. Not 
only is it necessary to do complete diagnostic studies 
on these patients, but they should not receive estro- 
gens subsequently. One cannot help but be im- 
pressed by the frequency of postmenopausal bleed- 
ing in patients with a previous history of functional 
uterine bleeding. Since estrogens are endometrial 
stimulants, these unusual endometria are best left 
undisturbed by exogenous hormones. 

Patients below the age of 30 with abnormal uter- 
ine bleeding may safely be kept under observation 
for a period of time before proceeding with diagnos- 
tic studies. Many textbooks of gynecology have per- 
petuated this axiom and have even stated that 35 is 
the turning-point. The average age for patients 
with carcinoma in situ of the cervix has been found 
to be 35 to 38, fully ten years younger than the 
average age for invasive carcinoma of this organ. 
This means that cancer of the cervix is not unusual 
in the twenties, even the early twenties. Speert re- 
cently reported that 5 per cent Cor 14 out of 255) 
of the patients at Roosevelt Hospital with endo- 
metrial carcinoma were under 41 years of age—one 
patient was 22, another 24. Youth is a relative 
blessing, but is no guarantee against the ravages 
of cancer. 

Jewish women and virgins rarely develop cancer 
of the cervix. Recent reports have borne out this 
impression. Gagnon reported 14 cases of endo- 
metrial carcinoma among nuns over a twenty-year 
period of time without a single instance of carci- 
noma of the cervix. The Massachusetts Department 
of Health has found that early marriage signifi- 
cantly predisposes to the subsequent development of 
cancer of the cervix. At the Mayo Clinic over a five- 
year period at least 566 of 568 patients with cancer 
of the cervix were not Jewish. Weiner, et al. have 
made a more recent study of this problem and have 
concluded that cancer of the cervix is 5.34 times as 
common in the non-Jewish woman as in the Jewish 
woman. They wonder if the abandonment of the 
more orthodox taboos may not have tended to bring 
this figure down from the previously computed fig- 
ures of 19 to 1, and 12.5 to 1. Thus, the statement 
which is given above is statistically valid. But it must 
be constantly kept in mind that cancer of the cervix 
can and does circumvent a religious belief or an 
intact hymen. 

Visualization and palpation of the cervix is suf- 
ficient to rule out cancer of this organ. For decades 
gynecologists have stressed the importance of early 
diagnosis in cancer of the cervix. The cure rate by 


any method is inversely proportional to the stage of 
the disease. Pain is a symptom of cancer of the 
cervix when it has advanced beyond the confines 
of the cervix; unfortunately, in the majority of 
cases, abnormal bleeding, as a direct result of cancer 
of the cervix, has meant a gross lesion and not an 
early lesion in our present sense of the word “early.” 

Frequent cervical biopsies, biopsies before cauter- 
ization, biopsies of any abnormal or inflamed area, 
and routine biopsies were the first major advances 
in early detection of cancer of the cervix. Slowly 
and cautiously Papanicolaou’s cytology work began 
to be used clinically in this disease. In the past 
eight years, vaginal and cervical spreads have ad- 
vanced from the point of being a “rough exclusion 
procedure” to an essential aid in the detection of 
preclinical cancer of the cervix—cancer which 
usually gives no gynecologic symptoms, which can- 
not be seen as such or differentiated from inflamma- 
tion, and which does not feel like malignant tissue. 
Combining this diagnostic method with our present 
concept of carcinoma in situ of the cervix and 
using the physician’s office as the first line of de- 
fense, this disease can be detected in its incipient 
stage, when absolute cure approaches 100 per cent. 
We cannot drag the patient to the doctor's office, but 
we can give her the benefit of early diagnosis once 
she arrives. Precise diagnostic procedure demands 
biopsy confirmation of the suspicion aroused from a 
positive spread—it is rare that such a clue does not 
prove to be accurate. 

The first 100 patients with cancer of the cervix 
diagnosed in our Cytology Laboratory at University 
Hospitals were reviewed by us. All of these patients 
had one or more positive Papanicolaou spreads and 
all have been confirmed by complete pathologic 
studies. Fourteen of these patients had no suspicious 
gynecologic symptoms, the cervices were grossly 
normal or revealed minimal to moderate inflamma- 
tion, and complete studies were obtained only be- 
cause routine Papanicolaou spreads were positive. 
Four of these patients showed invasive carcinoma of 
the cervix and ten showed carcinoma in situ of the 
cervix. Thus we can state that 14 per cent of this 
group were shown to have early carcinoma of the 
cervix purely on the basis of the application of the 
Papanicolaou technique. They would not otherwise 
have been detected early, and proper treatment 
would have been delayed, with consequent worsen- 
ing of the prognosis. The following case report is 
an example of such a patient and also serves to 
demonstrate the inconclusiveness of one set of 
cervical biopsies. 
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Case 1. S.H., Path. No. E-4383. This 30-year- 
old female was seen in the Outpatient Department 
because of nausea and weight loss. She was found 
incidentally to have chronic salpingitis, and the 
cervix was entirely normal except for one old, 
healed laceration (Figure 1). Routine Papanicolaou 
spreads showed malignant tumor cells (Figure 2). 
Biopsies of the cervix showed only chronic cervici- 
tis, but carcinoma in situ was found when the 
cervix was sharply conized (Figure 3). A modified 
Wertheim panhysterectomy, bilateral salpingo- 
odphorectomy, and appendectomy were done; since 
no carcinoma was found in this surgical specimen, 
it was assumed that complete removal had been 
done by conization. 

Another patient (not one of the 14 cases) had 
suspicious gynecologic symptoms and would there- 
fore have had a more complete diagnostic study. 
She is interesting, however, from the fact that her 
cervix appeared normal and the first biopsy speci- 
mens were negative. Her case report follows: 

Case 2. B.C., Path. No. E-4480. This 47-year-old 
female had spotted vaginally on three occasions dur- 
ing the previous year. Her last regular menstrual 
period had been three years before. The cervix 
grossly was normal (Figure 4). Routine Papani- 
colaou spreads at first showed atypical cells, but 
repeat spreads were positive for malignant cells 
(Figure 5). The first biopsy of the cervix showed 
chronic cervicitis, but a specimen removed by sharp 
conization was positive for carcinoma in situ with 
some areas of suggestive early invasion (Figure 6). 
The remaining tissue removed at the time of a 
modified Wertheim panhysterectomy, bilateral sal- 
pingo-odphorectomy, and appendectomy revealed 
no carcinoma. 

Case 3 is interesting from an academic angle. 
Had it not been for a positive Papanicolaou spread 
at the time of operation, routine sectioning of the 
cervix would not have been sufficient to reveal the 
carcinoma in situ actually present. 

Case 3. D.C., Path. No. E-6545. This 44-year- 
old female was admitted with the complaint of 
shortness of breath. There was marked anemia, 
thought to be secondary to menorrhagia. The cervix 
appeared normal and the uterus was enlarged (due 
to myomas and adenomyosis, as later shown). A 
total abdominal hysterectomy, left salpingo-odpho- 
rectomy and appendectomy were done. Routine rep- 
resentative blocks of the removed cervix showed 
only chronic cervicitis. Papanicolaou spreads taken 
in the operating room immediately before the major 
surgical procedure were positive for malignant cells 
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(Figure 7). Therefore, the blocks of cervix were 
recut and the remaining cervical tissue was com- 
pletely imbedded and sectioned. Carcinoma in situ 
of the cervix was finally found in two areas (Fig- 
ure 8.) 

Papanicolaou spreads are expensive, time-consum- 
ing, and not practical outside of university centers. 
Papanicolaou spreads may be obtained either from 
the posterior vaginal fornix or from the cervical 
canal (depending upon the cytologist’s preference) 
and also by scrapings from the cervix, with a mini- 
mum of equipment and time and with no discom- 
fort to the patient. Proper taking, distribution on 
the slides, fixation before drying, and mailing (pro- 
tected by glycerin between slides is easily mas- 
tered. A competent cytologist can then assume the 
responsibility of staining and reading. 

Dr. Robert C. Horn, Jr., a member of the Com- 
mission on Cancer of the Medical Society of the 
State of Pennsylvania, has informed me of the ef- 
forts being made within the state of Pennsylvania 
to have facilities available for Papanicolaou spread 
and biopsy interpretations. The pathologists and 
laboratory directors whom he has contacted have 
agreed to accept material sent in, providing they 
are not deluged. In turn they expect to collect a 
small fee from those patients able to afford it; there 
will be no fee for indigent patients. 

As the general practitioner recognizes the need 
and demands more facilities, these will be provided, 
just as pathology laboratories have increased the 
geographic scope of their tissue studies. For the 
time being, the individual practitioner must make 
his own arrangements with the nearest cytology 
laboratory, and he must know that this laboratory 
is supervised by a competent, well-trained cytologist. 
Progress may be slow, but with the practitioner's 
office as the first line, cancer detection progress will 
be definite. 

In view of the many false negative Papanicolaou 
spread reports, the reliability of the cytologic studies 
is open to much question. False negative reports 
from known, proven carcinoma of the cervix have 
been as high as 30 per cent (Sheffey). This study 
was based on the use of material obtained from the 
vaginal pool. Our cytology laboratory has shown 
this to be much less exact for cervical cancer than 
material from cervical scrapings; approximately 20 
per cent of early cancers of the cervix are missed 
cytologically when vaginal pool material is used 
alone. Furthermore, an error of from 10 to 20 per 
cent of false negatives is to be expected in the pres- 
ence of cancer of the endometrium. Unless cervical 
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Figure 1. Case 1 (above). Gross appearance of the 
cervix. The only visible abnormality is an old, healed 
laceration on the inferior portion. Figure 2. Case 1 
(right). Papanicolaou spread from cervix in Figure 
1, showing numerous malignant cells. Figure 3. Case 
1 (below). Carcinoma in situ of the cervix showing 
the surface changes and an area of probable gland 
involvement beneath the surface. The tissue was ob- 
tained by sharp conization of the cervix after bi- 
opsies had failed to reveal the malignancy. 
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aspiration, or material from the posterior vaginal for- 
nix, as well as cervical scrapings, are routinely 
studied, the occasional case of endocervical carci- 
noma is more likely to be falsely negative. Above 
all it must be remembered that spreads are an addi- 
tional aid and are not a substitute for visualization 
and palpation nor a substitute for diagnostic curet- 
tage and cervical biopsy when the symptoms are 
suspicious. 

False positive reports are becoming less frequent 


with the increase in knowledge of cell character- 
istics. Though there are reports as high as 10 
per cent false positive, the best laboratories are now 
running about 0.4 per cent. 

A cervix which is cauterized and does not heal 
should be suspected of containing a carcinoma and 
appropriate measures then instituted to rule out 
this condition. This was a modified form of physi- 
cian procrastination which we felt had disappeared 
with the “dark ages” of the prebiopsy era. Yet in a 
1951 issue of the most popular specialty journal in 
obstetrics and gynecology the following is stated: 
“All cases of cauterized cervical erosions which do 
not heal properly should be considered carcino- ‘ 
matous until proven otherwise. Patients with these 
unhealed cervical erosions should then be referred 
to a Diagnostic Cancer Clinic or gynecologist for 
further tests and a study.” The ghosts have re 
turned! If a cervix is grossly bad enough to be cau 
terized, it is bad enough to be suspicious of cor 
taining malignant cells. A cervix is not cauterize 
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in our clinic until spreads and/or biopsy have failed 
to show malignant cells or tissue. Cauterization is 
possibly a prophylactic procedure, but without di- 
agnosis it is just another way to delay appropriate 
treatment. 

A negative cervical biopsy rules out carcinoma of 
the cervix. Even the strongest advocates of cervical 
biopsies have admitted the possibility of missing the 
altered area by this method. Yet they have relied 
upon this method. Now with the dual method of 
spreads and biopsies, more early lesions will be de- 
tected. In the face of a positive spread and a nega- 
tive biopsy what should one then do? The two 
cervices which I pictured had negative biopsies— 
the diagnosis was established by sharp conization 
through 360 degrees and semiserial studies of this 


tissue. Also the endometrium and the endocervix 
must be thoroughly curetted. 

The value of a biopsy of the cervix increases with 
the number of biopsies taken. Agreement is general 
that gross lesions or suspicious areas should be bi- 
opsied and particular attention should be paid to 
the squamocolumnar junction. Foote and Stewart 
made a pertinent observation. In a careful study 
of 27 specimens, 13 would have been recognized 
by pieces removed from the anterior lip, 13 if taken 
from the posterior lip, 20 by pieces removed from 
both lips, and 25 by pieces removed from both 
lateral quadrants as well. Biopsies from the visible 
areas were doomed to failure in the other two be- 
cause the lesions were situated above the external 


Figure 4. Case 2 (above). Gross appearance of the 
cervix. There is no visible abnormality. Figure 5. 
Case 2 (left). Papanicolaou spread from the cervix 
in Figure 4, showing a cluster of malignant cells. 
Figure 6. Case 2 (below). Malignant epithelium be- 
low the surface of the cervix. There is some question 
as to whether this represents true invasion or only 
gland involvement from the carcinoma in situ. Speci- 
men obtained by sharp conization of the cervix after 
biopsies had revealed only benign tissue. 
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Figure 1. Case 1 (above). Gross appearance of the 
cervix. The only visible abnormality is an old, healed 
laceration on the inferior portion. Figure 2. Case 1 
(right). Papanicolaou spread from cervix in Figure 
1, showing numerous malignant cells. Figure 3. Case 
1 (below). Carcinoma in situ of the cervix showing 
the surface changes and an area of probable gland 
involvement beneath the surface. The tissue was ob- 
tained by sharp conization of the cervix after bi- 
opsies had failed to reveal the malignancy. 


aspiration, or material from the posterior vaginal for- 
nix, as well as cervical scrapings, are routinely 
studied, the occasional case of endocervical carci- 
noma is more likely to be falsely negative. Above 
all it must be remembered that spreads are an addi- 
tional aid and are not a substitute for visualization 
and palpation nor a substitute for diagnostic curet- 
tage and cervical biopsy when the symptoms are 
suspicious. 

False positive reports are becoming less frequent 


with the increase in knowledge of cell character- 
istics. Though there are reports as high as 10 
per cent false positive, the best laboratories are now 
running about 0.4 per cent. 

A cervix which is cauterized and does not heal 
should be suspected of containing a carcinoma and 
appropriate measures then instituted to rule out 
this condition. This was a modified form of physi- 
cian procrastination which we felt had disappeared 
with the “dark ages” of the prebiopsy era. Yet in a 
1951 issue of the most popular specialty journal in 
obstetrics and gynecology the following is stated: 
“All cases of cauterized cervical erosions which do 
not heal properly should be considered carcino- 
matous until proven otherwise. Patients with these 
unhealed cervical erosions should then be referred 
to a Diagnostic Cancer Clinic or gynecologist for 
further tests and a study.” The ghosts have re 
turned! If a cervix is grossly bad enough to be cau 
terized, it is bad enough to be suspicious of cor 
taining malignant cells. A cervix is not cauterize 
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in our clinic until spreads and/or biopsy have failed 
to show malignant cells or tissue. Cauterization is 
possibly a prophylactic procedure, but without di- 
agnosis it is just another way to delay appropriate 
treatment. 

A negative cervical biopsy rules out carcinoma of 
the cervix. Even the strongest advocates of cervical 
biopsies have admitted the possibility of missing the 
altered area by this method. Yet they have relied 
upon this method. Now with the dual method of 
spreads and biopsies, more early lesions will be de- 
tected. In the face of a positive spread and a nega- 
tive biopsy what should one then do? The two 
cervices which I pictured had negative biopsies— 
the diagnosis was established by sharp conization 
through 360 degrees and semiserial studies of this 


Figure 4. Case 2 (above). Gross appearance of the 
cervix. There is no visible abnormality. Figure 5. 
Case 2 (left). Papanicolaou spread from the cervix 
in Figure 4, showing a cluster of malignant cells. 
Figure 6. Case 2 (below). Malignant epithelium be- 
low the surface of the cervix. There is some question 
as to whether this represents true invasion or only 
gland involvement from the carcinoma in situ. Speci- 
men obtained by sharp conization of the cervix after 
biopsies had revealed only benign tissue. 
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Figure 7. Case 3 (above). Papanicolaou spread 
from the cervix obtained at the time of hys- 
terectomy. There are numerous malignant 
cells. Figure 8. Case 3 (right). Cervical epi- 


um on the right is essentially normal, while 
on the left the change to a carcinoma in situ 
is seen. The malignant changes are most 
marked in areas other than this transition 
zone. 


os in the cervical canal. It is recommended that at 
least four pieces be obtained in every instance, not 
only in order not to miss the lesion, but also to 
determine its extent and degree of invasiveness. 
A cervical biopsy during pregnancy is dangerous. 
The day is not too far past when the cervix was 
rarely inspected in the presence of abnormal bleed- 
ing during pregnancy. Now it is, and it may look 
awful, but its succulent, vascular character and the 
fear of initiating uncontrollable bleeding, infection, 
abortion, or premature labor have caused us to leave 
it essentially untested. To some extent, spreads are 
used and are adaptable as aids in diagnosis, but a 
biopsy is frequently necessary. Epperson and his 
co-workers obtained 752 biopsies from 286 indi- 
viduals; at least one biopsy was taken during the 
prenatal course of each of these patients. Only one 
patient bled vigorously enough to necessitate admis- 
sion to the hospital and there were no untoward 
sequelae. Carrow and Greene studied biopsy speci- 
mens from 54 pregnant individuals. They used a 
lamb’s wool tampon against the cervix after biopsy, 
even in the face of brisk bleeding. Only scant spot- 
ting was encountered after removal of the tampon 
and there were no other complications. Consequent- 
ly it would seem that the fears of complications 


following a biopsy of the cervix during pregnancy 
have not been substantiated. One word of caution. 
The evidence is reasonably convincing that certain 
epithelial changes in the cervix during pregnancy 
may mimic carcinoma in situ and may disappear 
post-partum. Therefore, unless invasion is definite, 
treatment should await the evidence available after 
the pregnancy. 


A hysterosalpingogram or an endometrial biopsy 
may be used as diagnostic measures to rule out car- 
cinoma of the endometrium. A hysterosalpingogram 
(and it has to be a good one with several films taken 
at different angles) may reveal changes suspicious 
of cancer of the endometrium, or it may be mislead- 
ing because it does not reveal early, limited changes. 
In either event, confirmation of positive or nega- 
tive findings must be made by a thorough diagnostic 
curettage. Therefore, why subject the patient to the 
additional trauma and expense of an unnecessary 
procedure? Also it is conceivable that, were a can- 
cer present, tumor cells could be transported via 
the medium used into the vascular and lymphatic 
channels or into the tubes and through the tubes 
into the peritoneal cavity. 

An endometrial biopsy is nothing more or less 
than an incomplete curettage. When the uterus is 
full of tumor, the biopsy will reveal it, but when 
the tumor is in its early, more curable stage, the 
biopsy would be lucky to hit the exact area of in- 
volvement. Anyone with much clinical and patho- ’ 
logic experience will attest to the areas of endo- 
metrium and to the endometrial polyps which have 
not even been touched by an attempt at a thorough 
curettage. 
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A diagnostic curettage of the uterus is dangerous, 
for it might disseminate malignant tissue. This con- 
cept dates back to the days of Bloodgood and his 
adamant insistence that a breast tumor not be incised 
or excised for biopsy unless immediate preparation 
were made for frozen section and radical surgery, if 
necessary. Incision of malignant tissue does cause 
danger of dissemination of tumor cells via the knife- 
blade to other areas. This is scarcely analogous to 
curettage of the uterus. It was also felt that tumor 
cells could be forced into vascular and lymphatic 
channels. The dynamics of vascular and lymphatic 
channels would seem to mitigate against the cells 
entering such channels and flowing against an 
escaping current. Unnecessarily vigorous palpation 
of the intact uterus, in which these channels have 
not been cut across would seem, on theoretical 
grounds, to be more likely to spread cells into such 
channels. Furthermore, there is no absolute clinical 
or experimental evidence that excision of a malig- 
nant tumor by a wide margin or that uterine curet- 
tage can force tumor cells into nearby veins or 
lymphatics. It is more reasonable to assume that 
they were there by invasion prior to such a pro- 
cedure. 

Cauterization or conization of the cervix, amputa- 
tion of the cervix, or a simple hysterectomy are suf- 
ficient treatment for carcinoma in situ of the cervix. 

On the basis of review of previous biopsies of the 
cervix, Younge, Hertig, and Armstrong have con- 
cluded that in most instances any one of these three 
procedures is enough to “cure” carcinoma in situ. 
Possibly so in some instances, but there is no ab- 
solute proof. At least 25 patients have been known 
to progress during the course of 1 to 12% years from 
a carcinoma in situ to invasive carcinoma of vari- 
ous stages. If we believe Cand we do) that carci- 
noma in situ of the cervix represents an initial stage 
of an irreversible sequence leading to frank inva- 
sion, then the lesion should be treated more radically. 
Most clinics are recommending a radical total hys- 
terectomy (“modified Wertheim”) to include a 
wide portion of the broad ligaments and an ample 
cuff of vagina. Pelvic lymphadenectomy has not 
been considered necessary, and since these indi- 
viduals are, on the average, 8 to 12 years younger 
than ones with true invasive carcinoma, one or both 
ovaries may be spared. It might be added that what 
is interpreted by biopsy as a carcinoma in situ or 
very early invasive cancer may prove to be, upon 
study of the removed uterus, a more extensive le- 
sion. In such instances anything less radical than 
the procedure given above would be inadequate. 
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Radiation treatment of cancer of the cervix is 
passé and surgery is the treatment of choice. Before 
the days of radium and deep x-ray therapy, radical 
surgery was the only treatment for cancer of the 
cervix. The operative mortality was high and the 
over-all five-year salvage not greater than 24 per 
cent. Radium and deep x-ray then became the 
choice for treatment of this disease and today can 
be expected to give about the following results in 
5-year salvage: 


League of Nations—Stage 0—100% (except for the rare mor- 
tality( (Carcinoma in situ) 

League of Nations—Stage | —55-80 

League of Nations—Stage 11 —30-45 

League of Nations—Stage 

League of Nations—Stage IV— 0- 5 (those salvaged were prob- 
ably erroneously classified 
as to stage) 


It is doubtful that results in radiation therapy 
will ever be much better than those given. Although 
the immediate mortality rate is quite low, there is 
a high incidence of troublesome morbidity and com- 
plications. 

It is unfortunate that the recent clinical retrial 
of surgery in an effort to increase salvage in this 
disease has been accompanied by so much fanfare. 
In view of improved anesthesia, frequent trans- 
fusions, antibiotics, etc., the retrial was necessary. 
Meigs, Carter, and others admit the experimental 
nature of this retrial; yet radical surgery by its very 
nature is dramatic, and the impression has resulted 
that this is the accepted and most beneficial method 
of treatment. Let us await the reporting of a suf- 
ficient number of surgically treated patients, fol- 
lowed for five years, before deciding about the best 
approach. To date the results in five-year salvage 
for selected patients with Stage I or Stage II cancer 
of the cervix, treated surgically, are little if any bet- 
ter than results with radiation therapy. For the pres- 
ent, radiation is the treatment of choice in all ex- 
cept carcinoma in situ, very early invasive cancer 
(microscopic), or cancer which does not respond 
to or progresses under radiation. 

It is unsound to irradiate an organ and then re- 
move it. Generally this statement is still considered 
to be true with regard to carcinoma of the cervix. 
It is felt that the lesion in the cervix can be killed 
with radiation, but that it is practically impossible 
to deliver, without injury to normal tissue, a dose 
sufficient to destroy malignant tissue which has 
spread beyond the cervix. Therefore, it is argued 
that subsequent removal of the uterus is unneces- 
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sary, and that surgery might disturb, bring to life, 
and spread the otherwise “sick” malignant cells. 

Treatment of cancer of the endometrium is an- 
other matter. Surgery alone, in previous years, has 
resulted in a 50 to 55 per cent five-year salvage. 
More recently preoperative x-ray treatment and/or 
intrauterine radium have been used, followed in 
4 to 8 weeks by total hysterectomy and bilateral 
salpingo-odphorectomy. This method has increased 
the five-year salvage to 67-90 per cent. Such results 
effectively remove the objections to preoperative ir- 
radiation. 


Summary 


1. Abnormal uterine bleeding of any type at or 
near the menopause is not a characteristic of this 
period and should be considered organic until 
otherwise proved. 

2. Although hormone administration or with- 
drawal can cause postmenopausal bleeding, it is not 
safe to assume this before ruling out all other pos- 
sible causes. 

3. Age, religion, or chastity should not deter a 
thorough diagnostic search in all patients with ab- 
normal uterine bleeding. 

4. Visualization and palpation are no longer suf- 
ficient to rule out cancer of the cervix. If early ma- 
lignancies of the cervix and endometrium are to be 
found and our cure rates improved, Papanicolaou 
spreads should be secured on all patients. There 
need be no gynecologic symptoms nor need the cer- 
vix appear abnormal to contain a cancer. 


5. Spreads are an additional method for early 
detection of cancer. They are not diagnostic and 
cannot substitute for biopsy or curettage. 

6. A cervix bad enough to cauterize is bad enough 
to need a careful search for cancer. 

7. In the face of a positive Papanicolaou spread 
from the cervix and a negative biopsy of the cervix, 
sharp conization of the cervix should be done for 
thorough pathologic study. 

8. There is no apparent danger in performing 
a biopsy of the cervix during pregnancy which 
could overbalance the information gained. 

9. Hysterosalpingograms and endometrial biopsies 
have no place in cancer detection and cannot be 
substituted for a thorough uterine curettage. 

10. No clinical or experimental evidence has 
proved that curetting a cancer of the endometrium 
can disseminate the tumor. 

11. Carcinoma in situ of the cervix is not ade- 
quately treated by cauterization, conization, or 
simple hysterectomy. 

12. Until it has been proved otherwise, radiation 
is the treatment of choice for all cancers of the 
cervix, except the in situ or the microscopically 
early invasive one. 

13. Preoperative radiation plus operation has im- 
proved the salvage rate in cancer of the endometri- 
um over that which is obtainable by means of sur- 
gery alone. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


ELONGATING A SHORT LEG 


RECENTLY, at a meeting of the American Academy of Orthopaedic Surgeons held in Chicago, 
Dr. Charles N. Pease said that the shortened leg of a child who has had poliomyelitis can be 


made to grow and catch up with the other leg by inserting one or two screws into the bone 
near the growing area. The screws may be made of vitallium, stainless steel, brass, vanadium, 
or ivory. The type of material does not seem to make much difference. The screws are left in 
the bone because they do not ever seem to do any harm. The more rapid growth is evident 


within 3 to 6 months, continues for from 2 to 3 years, and then gradually slows up. 
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BY EARLE MILLIARD MARSH, 
San Francisco, California 


The many emotional problems which result from pregnancy can be admirably solved by 

the personal physician. His approach to the patient must be highly individualized. During 

the period of prenatal care and the delivery itself, the physician should play down the thought 
that he is managing a case. He is a guide, a confidant, a provider of humanistic support. 


WHEN I was a senior student in medical school, I 
was substituting as an intern one evening in the 
delivery room. I believe I had a total experience of 
three or four deliveries when the obstetric resident 
turned a patient over to me. She was a para V not 
actually in labor, and there seemed to be no like- 
lihood of trouble. He went home and I was left 
alone with the patient. 

During the time I spent with her, it did not once 
occur to me that this patient would have a normal 
delivery. 1 imagined that she certainly would come 
up with a placenta previa or some such appalling 
complication. I forgot that she had had five chil- 
dren and that she had long since proved herself 
obstetrically. Before long I noted my neck and 
back becoming stiff; I had a headache, my eyes be- 
came congested, my palms perspired, and I paced 
back and forth in acute distress. Now and again 
I would peek into the first-stage labor room to be 
sure that the patient was all right. She was. She was 
reading a newspaper. But I was not; my discomfort 
increased. 

At 2:00 a.m. I had to call the resident about an- 
other matter. As soon as I heard his voice I felt 


greatly relieved and reassured. 1 remember trying 
to keep him in conversation. When he hung up, 
all my symptoms returned and I was very uncom- 
fortable for the rest of the night. The patient went 
into labor at 10 o'clock the next morning and deliv- 
ered without complication at about 10:45. 

Later I began to think about this situation and 
my reactions to it. I realized that I was a senior 
medical student who knew at least something about 
the obstetric situation, and yet I had had quite a 
severe emotional reaction. I began to wonder about 
the feelings cf the average patient, who has heard 
nothing but a mixture of questionable truths and 
old wives’ tales about the horrors of childbirth. I 
was just a spectator, yet I had had a series of un- 
comfortable emotional and physical reactions. 

About a week later a little primipara was brought 
into the hospital—screaming. When I walked into 
her room to see her, she looked at me with an ex- 
pression that seemed to say “Who are you?” and 
“Thank God you're here!” I examined her and 
everything seemed to be perfectly normal: a left oc- 
ciput anterior, deeply engaged in the pelvis. I then 
asked her if she would like to hear the baby’s heart 
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beat. She rose up in bed and looked at me in utter 
amazement and said “Who, me?” and then, rather 
stupefied, “Well, I guess so.” When I put the steth- 
oscope in her ears and she heard her baby’s heart, 
she asked quite happily, “Is that my baby?” 

I explained to her that she was about halfway 
along in labor, that her baby was in the most nor- 
mal position possible, and that she was doing quite 
well. Then I sat down to time a few contractions. 
After about ten minutes I noticed that she had 
quieted down. Finally she sighed a sigh of relief 
and said “I feel so much better.” 

“I noticed that. What made you feel better?” 

She said something that probably I will never 
forget: “Doctor,” she said, “I just couldn’t stand 
being alone!” 

Feelings of loneliness, helplessness, apprehension, 
and fear plague most pregnant women to a greater 
or lesser degree. Some, of course, are inordinately 
confident and unperturbed, and take the whole 
business of pregnancy and labor in a very matter- 
of-fact fashion. They expect to have 2 normal preg- 
nancy and delivery, and, because of their very re- 
laxed attitude and relaxed physical function, preg- 
nancy and delivery are usually normal. 

This paper has been written to describe a pro- 
gram of obstetric care which, it is hoped, enhances 
the development of a more confident attitude in 
the woman who is unsure or doubtful in one way 
or another about her obstetric welfare. This pro- 
gram, which has been developing over the course 
of several years, is the result of the combined efforts 
of the author and his associate, Dr. Albert Vollmer. 

One can attempt to put into words why one does 
what he does with a patient, but these words 
usually fall short or to the side of what really goes 
on. Each little situation with a patient is quite dif- 
ferent from the situation with the preceding patient 
and with the patient who is to follow. Probably the 
tone of the relationship between patient and doctor 
depends to a large degree upon mutual personal 
sensitivity and intuition. An explanation of why a 
physician does a certain, supposedly therapeutic 
something with or for a patient has for me always 
met with diminishing returns. In the description 
that follows I have made an effort to account for 
what we are trying to accomplish. 

Many problems stem from the fact that patients 
disapprove of themselves, or from the fact that they 
are discontented with themselves. Often they feel 
that they should become something else. Now, hu- 
man change may be a fine thing but it comes about 
rather spontaneously. No person ever made another 


person change, except briefly and under duress. 
Probably helpful change can occur within the pa- 
tient who learns to accept herself as she is, with- 
out any external pressure to become something dif- 
ferent. Probably the patient who is at peace with 
herself grows and changes automatically and spon- 
taneously in such a fashion that her life becomes 
simpler and more livable. In our practice, our ef- 
forts as obstetricians and gynecologists are not di- 
rected toward producing basic changes in our pa- 
tients, but rather toward creating an atmosphere in 
which self-acceptance can occur. If advantageous 
changes do occur, we are happy for our patient. We 
think they occur as the patient achieves a better 
relationship with herself. 

We believe that variety is the spice of life and 
have little regard for molds of human function. If 
a patient is happy and confident, we let her be. If 
she is nervous and distressed, we let her be. If she 
oscillates between the two, we let her. We sup- 
port her if possible. We let her be herself. In other 
words, an opportunity to be self-accepting seems to 
be a potent therapeutic tool—for both patient and 
doctor. 

Now, tried and seemingly true obstetric rules 
can be laid out for the patient to follow. If the ob- 
stetrician prepares himself to be quite surprised 
(within himself) and satished (within himself) if 
they are adhered to, the chance that these rules will 
make sense to the patient is probably better. In the 
long run the patient will probably be more likely to 
follow them. Even if the obstetrician urges a pa- 
tient to do such and such, he probably will meet 
with greater success if he is willing to accept what- 
ever she does. 

Of man’s many tendencies, one seems outstand- 
ing—gregariousness. It is my feeling that human 
beings yearn to work together and to share informa- 
tion. In doing this, they feel comfort and relaxation 
in living together. After all, people are interdepend- 
ent. They are only independent in their individual 
ways of being interdependent. Most obstetric pa- 
tients and their husbands and families yearn for a 
friendly and comfortable relationship with their ob- 
stetrician, as they do with other people whom they 
meet and with whom they work. 


Physician-Patient Partnership 


Pregnant women and their husbands usually 
come to the obstetrician with vague and mistaken 
ideas of what to expect. For the major part of their 
lives, they have been given a lot of false informa- 
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tion and old wives’ tales, the majority of which are 
untrue. As a general rule, they want to know the 
straightforward facts about pregnancy and child- 
birth and are deeply appreciative of simple, honest 
information. It makes their lives simpler, as does 
any accurate and honest information. It is my im- 
pression that human beings want to simplify their 
rather distracted and complex lives as much as pos- 
sible. 

We, as obstetricians, respect this desire. We are 
able to give our patients useful information about 
themselves, information that they can use in their 
own lives. We also realize that a bond is formed be- 
tween them and us as we explain what is happen- 
ing to them and what is happening to their babies 
throughout pregnancy and labor. This relationship, 
built on mutual respect, is more firmly cemented 
as pregnancy progresses. 

If, as a physician, one respects these needs of 
one’s patients, a free and easy doctor-patient rela- 
tionship develops in which the patient receives 
some comfort and feels more secure and relaxed. 
This is true for the doctor, too. After all, the doc- 
tor is simply a medically-skilled human being who 
works closely with other human beings. As a human 
being he too gains from this type of relationship. It 
makes his practice of medicine more pleasant and 
his life more worth while. 

This personal relationship is not intimate, but it 
is respectful and friendly. A patient, for instance, 
can be reassured when she comes to the office by a 
simple, cordial “hello” from the nurse, technician, 
secretary, and from the doctor himself. During a 
physical examination, to be told “This is a good pair 
of lungs,” or “Your heart's fine,” gives her reassur- 
ance. Or, the technician who takes the blood sample 
can simply say, “This is a test to see if you are 
anemic,” or some such simple remark so the patient 
will know more about what is being done. 


The Story of Pregnancy 


As one goes along in pregnancy with the patient, 
one can slowly unfold the story of how the baby 
grows and what is occurring inside the uterus. For 
instance, at her three-month visit, it may be reassur- 
ing and simple to say, “Your baby is about three 
inches long. Its arms and legs are formed and its 
heart has been beating since about the twenty-sixth 
day. The baby is moving around. . . .” At this point 
the patient may interrupt to say, “But I haven’t felt 
it move yet.” One can prepare the patient for what 
is to come by saying, “No, but you will about the 
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fourth month.” The patient is likely to ask, “What 
will it feel like when the baby kicks?” At this point 
the male obstetrician must be careful, saying, “As it 
is told to me, it is like a flutter,” or, “According to 
some women, it is like a gas bubble rolling around.” 

This sort of information, of course, does not make 
a woman feel that her life is filled with milk and 
honey. Certainly one would not deny that having 
a baby is a difficult, though rewarding job. Know- 
ing what goes on, however, makes the situation 
more tolerable to a great many women. 

After the fifth or sixth month the baby can be 
reasonably well outlined. Many women are much 
intrigued with the knowledge of its position in the 
uterus as well as information about its size, weight, 
length, etc. 

Almost any mother is interested in listening to 
the baby’s heart now and again during pregnancy. 
A few inches added to the stethoscope tubing makes 
it possible to bridge the gap between her ears and 
abdomen. 

Many husbands confide in us that they have 
noted in themselves a growing interest in their 
wives’ pregnancy simply as the result of the infor- 
mation which their wives have brought from their 
office visits. Apparently this growth in interest has 
contributed to a more bearable and durable home 
situation. They report that their wives feel better 
and endure the hardships of pregnancy more easily. 
Certainly they are easier to care for, from a physi- 
cian’s standpoint. 

Now and again a husband may accompany his 
wife to the office to pick up a few points about her 
care, or to gather some information about the baby. 
He may like to outline the baby and listen to its 
heart too. 

Some women, on the other hand, are not very in- 
terested in the growing baby, nor do they want to 
listen to the baby’s heart, etc. They resent “all of 
this baby stuff” and are preoccupied in other things. 
They have a right to feel this way and their feel- 
ings are respected. To such a patient, a word can 
be dropped casually by the obstetrician to the effect 
that, should she feel a desire for information about 
herself and her pregnancy, she may feel free to 
speak up. Sometimes, seeming indifference will re- 
veal itself to be shyness, and eventually she may ask 
a few questions. In other instances, she may re- 
main “mum” throughout the entire pregnancy and 
this is all right too. And so it goes. 

In talking to patients we make an effort to use 
words they understand. Complicated scientific ter- 
minology is avoided whenever possible, and it is 
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usually possible. When medical terms are used, 
they are explained clearly. The same vocabulary is 
not suitable for all patients. A patient may become 
unnecessarily alarmed because of her interpretation 
of some scientific term which has a totally innocu- 
ous meaning. 


Individualization of Approach 


If the patient is particularly disturbed, it may be 
necessary to use a different approach. I recall one 
patient who remarked that she had been too shy 
to say “boo” to anyone in her life. She was beside 
herself with anxiety about her pregnancy, partly 
because she was not overly pleased. I told her that 
I didn’t see why it was necessary for her to be 
pleased about being pregnant and added that some- 
times pregnancy is not a particularly desirable oc- 
currence. 

The next morning at 6 o'clock she telephoned 
me and said, “I want to tell you that I think you 
are the rudest, crudest physician that it has ever 
been my displeasure to meet. I am sure that if the 
medical society knew how you practice medicine 
they would revoke your license.” 

“Maybe you're right,” I said, “but the thing that 
impresses me about you is that yesterday you told 
me you could not say ‘boo’ to anyone and yet now, 
only a few hours later, you are apparently sufh- 
ciently encouraged to phone me at 6 in the morn- 
ing to read me off. How do you account for this?” 

In a still resentful voice she said, “Doctor, yester- 
day you said to me that you see no reason why I 
should be pleased or happy about being pregnant! 
You know that a woman should be grateful for the 
gift that God has given her! You know that she 
should be eternally on her knees in appreciation! 
This is the most miraculous thing that ever hap- 
pens to a woman!” 

“If you mean that many women are happy about 
being pregnant, the answer is of course ‘yes,’ but if 
you would like me to say that every woman should 
feel happy about her pregnancy, my answer is still 
‘no’.” 

She came to see me again and I learned on this 
visit that her father had been an alcoholic and that 
when she was born her mother had had a schizo- 
phrenic episode and had been hospitalized. The 
girl had grown up with a feeling of worthlessness 
and despair. Everything that happened to her 
seemed to be just another of life’s insults. Now that 
she was pregnant, she said that she felt that she 
was undergoing the greatest insult of all, and a 


sense of helplessness and worthlessness over- 
whelmed her. Once again I explained to her that 
women react to pregnancy in many ways and that 
I could easily imagine, in view of her experiences, 
that she did not like being pregnant. She agreed 
that she did not like it, but she was very concerned 
that these “negative thoughts” might affect the baby 
disastrously. I reassured her about this notion, and 
she left the office in a much happier frame of mind. 
When I saw her again in two weeks she said, 
“Oh, doctor, I feel so much better.” I exclaimed 
that this must be quite a relief and asked what had 
happened to make her feel better. She said, “I get 
up every morning, look at my enlarging abdomen 
and I say ‘Damn you, I hate you,’ and I feel better.” 
At least this patient had learned to accept some 
of her own feelings without fear and disapproval, 
and she had learned that her thought processes were 
not affecting her baby. By accepting this patient as 
she was and by recognizing her need to feel antago- 
nistic toward her condition, I suppose that I was 
able to be somewhat more valuable to her than I 
should have been had I condemned her feelings. 
In all primiparas, routine x-ray pelvimetry is per- 
formed in the eighth month of pregnancy. We show 
these x-rays to the patients and their husbands. The 
x-ray gives the patient an opportunity to realize that 
her obstetrician has an accurate idea of the archi- 
tecture of her pelvis. She may not understand the 
measurements herself, but it is comforting to her 
to know that he understands. It is encouraging for 
most patients to be able to see the outline of the 
fetus in the x-ray. To the obstetrician this is rou- 
tine. To the mother and father, this is the first pic- 
ture of their child. CThe fate of these x-rays is 
sometimes amusing. One father put it under the 
glass of the coffee table at home for his friends to 
view. This may have amused or disgusted his 
friends, but his interest in the child was evident.) 


Classes for Parents 


We have classes for parents, for both the father 
and the mother, and we have exercise classes that 
are attended by the mother only. The parents’ 
classes are held once a week for seven weeks. ‘The 
classes are small, usually not more than twenty in 
a group. They last about an hour and a half, with 
a fifteen-minute intermission during which refresh- 
ments are served. The number of patients usually 
makes it necessary to have two groups which run 
simultaneously. The fathers come, at first reluctant- 
ly, but their enthusiasm eventually often exceeds 
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that of their wives. “Parents’ classes” foster a feeling 
of “togetherness.” 

There is a general outline for these classes. In 
the first one, the prenatal period is discussed— 
anatomy of the reproductive tract, physiology of 
menstruation, signs and symptoms of pregnancy, 
purpose of visits to the doctor's office, and examina- 
tions, nutrition, exercise, rest, recreation, family 
relations. 

The second session is dedicated to a general de- 
scription of a normal primiparous labor. It is ex- 
plained that most labors are normal. It is also ex- 
plained that every labor varies from every other one 
and that, therefore, only a general outline of labor 
can be presented. Emphasis is placed on this fact 
so that no woman will leave this class feeling that 
the absolute, accurate facts of her particular labor 
have been described. Though we are interested in 
educating patients about what to expect in labor, 
they must be left somewhat in doubt about what 
will occur in their own labor until they have gone 
through it. Patients are told that they may have all 
of the medications that they want while in labor. 
For that matter, it is explained that the intelligent 
use of medication in labor facilitates the occurrence 
of normal labor. It is further emphasized that medi- 
cation will not be forced upon them, nor will it be 
withheld. As a follow-up on this point, emphasis is 
placed upon the fact that all women are different, 
and that their requirements are different, and that 
therefore their labors will each require individual 
handling. It is further explained, however, that in 
general most normal labors are pretty similar. This 
explanation minimizes the number of patients who 
expect to be perfect in their performance during 
labor, and more completely prepares them to accept 
themselves and their labors as they are. A movie 
with a running commentary in sound (one that was 
prepared for us), showing the general aspects of a 
normal labor, is shown at this session. Plenty of 
time is left at the end of the class for answering 
questions, of which, you can imagine, there are 
many. 

In the third session, the parents are given an op- 
portunity to ask questions about any of the ma- 
terial covered. This session is often the most lively 
of all. A great many opinions are aired by members 
of the group. The doctor and nurse are frequently 
put squarely on the spot about the complications 
of pregnancy and labor and about what they intend 
to do about them. Answering these questions re- 
quires meticulous forethought and honesty, and yet 
it is important to appear casual, so that undue ten- 
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sion will not be created in any wife or husband. 

The fourth session is also very informal. In it 
the parents-to-be are taught how to bathe a baby, 
change diapers, and such things. Sufficient bath 
tubs, rubber dolis, and equipment have been sup- 
plied to us by the American Red Cross so that the 
class can be divided into groups of four for practice. 

The fifth session is divided between our physio- 
therapist and our private labor nurses. The physio- 
therapist explains the purpose of the exercises 
during pergnancy and the helpful role of abdomi- 
nal and chest breathing in labor. She also distrib- 


Class for prospective fathers and 
mothers in care of newborn infants. 


utes a pamphlet written by her, entitled, “Let Them 
Grow Straight,” dedicated to adequate posture in 
the growing child. The labor nurses explain their 
role in labor and what they will do to help. Many 
patients and husbands appreciate meeting the 
nurses who will be with them throughout labor. 
Seeing a familiar face when the woman is in labor 
is apparently reassuring. 

The sixth and seventh sessions are concerned 
with information about newborn babies, practical 
advice about their care, child development from 
both a physical and an emotional standpoint, and 
a description of some of the common diseases of 
childhood and the parents’ part in care. 

These classes are all quite informal. Although 
specific topics are announced in advance, and al- 
though the doctor or nurse in charge is prepared to 
give specific information, informal discussion upon 
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any topic is encouraged. Members of the group 
find, then, that they have something in common. 
Because they are all in the same predicament, the 
experience of pregnancy becomes less lonely for 
them. The sense of togetherness seems, in many 
instances, to supersede the importance of the more 
specific data. Both, of course, are of value. 

A word needs to be said here about inviting 
patients to classes of this sort. To the majority of 
patients, so-called prenatal education is heart-warm- 
ing and helpful, but to others it is a downright bore. 
For still others it is unnecessary, and for others it 
is harmful and alarming. 

For instance, some women are, for one reason or 
another, neither especially maternal, nor can they 
muster up much interest in the physiologic and 
psychologic features of pregnancy or labor. They 
are not likely to change, and if they do, probably 
not rapidly. Perhaps this is for the best. They may 
be of more value as women and mothers by virtue 
of the fact that their interests lie elsewhere. Other 
women are so unconcerned about pregnancy and 
labor and are so successful in handling both, that 
classes do little more than waste their time. Other 
women are, by nature probably, so casual and nor- 
mal in their everyday functioning that to “point 
up” pregnancy and labor by discussing it at length 
only makes them worry. It is almost as though one 
went into a dissertation on how to breathe, when 
they know full well that breathing is a natural 
function of the body. They can’t understand what 
all of this fuss is about. And they are right. They 
should be let alone. 

And so patients are invited casually and no at- 
tention is paid to who comes, who drops out, who 
continues, and such details. This “letting-the-chips- 
fall-where-they-may” attitude gives the patients the 
opportunity to decide for themselves whether they 
wish to come to the meetings or not. To high- 
pressure them into coming would be deleterious. 

During the patient’s sixth or seventh month, 3 
or 4 couples go to the hospital on a tour of the 
delivery rooms and the maternity floor and room- 
ing-in unit. The labor nurses direct these tours and 
stand ready to answer any further questions about 
labor, hospital costs, and such things. Many pa- 
tients are relieved to see the maternity floor and to 
get a visual image of where the baby is to be born. 
It seems to diminish their worry and concern about 
the hospital itself. Some of them have never been 
in a hospital before. 

We have written a 100-page booklet called, 
“Your Baby Is Born,” privately published and dis- 


tributed. This briefly discusses pregnancy, the ex- 
ercises, an average normal primiparous labor and 
delivery, and what occurs in general during the 
post-partum period. This booklet helps patients in 
moments of doubt, when they do not feel sufficient- 
ly disturbed to phone the doctor. 

Although such a prenatal program may appear 
to be time-consuming, actually it is not. A patient 
who has a sense of well-being is very easy to work 
with. If one question is answered completely, hon- 
estly, and simply, the patient feels such a sense of 
relief and such a gain in confidence that a good 
many of her other questions and doubts simply fade 
into nothing. Thereby both the patient’s and the 
obstetrician’s time have been saved. 

Most patients become reasonably well informed 
about what has happened in pregnancy, what will 
happen in labor, what they can do to help, what 
will be done to help them. As a result they approach 
labor with reasonable confidence, knowing what to 
expect, rather than being unnecessarily terrified of 
the unknown and by the tales they have heard. 

Exercise Classes. Six, weekly, hour-long exercise 
classes are offered to those patients who want to 
come. The individual exercises have been patterned 
after those described in Helen Heardman’s book 
entitled A Way to Natural Childbirth. However, 
the type of relaxation suggested by our physiother- 
apist is different. A “stretch and let go” type of re- 
laxation is used (i.e., stretching tense and tight 
muscles for an instant and then letting them go.) 
This exercise is described by our physiotherapist 
and has proved invaluable to patients suffering from 
tension or insomnia. The sense of relaxation is re- 
corded mentally by the patient so that when labor 
starts, she knows how to relax rather easily after a 
stretch or two. 

Let it be emphasized that, while many women 
like to learn something about relaxation, there are 
many who, for one reason or another, are “allergic” 
to the very word. These women are more at ease 
if they are not troubled about the whole business 
at all. In general, if the patient has some sense of 
peace and relaxation, childbirth is easier. For the 
woman who is naturally tense and who cannot re- 
lax, additional medication answers the need, while 
the woman who is naturally relaxed seems to re- 
quire less medication. 

After the six sessions of exercise, the patients are 
encouraged to spend a few minutes a day on them 
at home. It has been noted that backache, leg 
cramps, groin, and abdominal aches are reduced to 
a surprising premium. 
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Conduct of Labor 


We combine the appropriate conventional tech- 
niques of modern obstetrics with the following: (1) 
At all times the patient and her husband are kept 
in touch with what is “going on,” what will occur, 
and what we are doing, in simple terms. (2) The 
hubsands are invited to be with their wives through- 
out labor if they wish. (3) The patient is encour- 
aged to relax, but is not expected to do so. Through 
the first and second stages of labor she is encour- 
aged to breathe with each contraction as she has 
been taught. (4) She knows that she may have all 
of the medications that she wants and needs 
throughout labor. As a general rule, Demerol is used 
as an analgesic. (5) The patient is not left alone 
unless she wants to be alone, particularly after the 
cervix is 4 to 6 cm. dilated and labor is well estab- 
lished. As a result, her sense of loneliness is dimin- 
ished, her fears are allayed, and she becomes more 
relaxed. 

I want to emphasize two points about our ap- 
proach to labor: First, we are not talking about 
painless labor. We are talking about helping the 
patient to deliver as naturally as possible and with 
as little loneliness and pain as possible. The great 
majority of our patients do have pain, but it is 
usually bearable pain because we are careful to 
provide them with adequate and appropriate medi- 
cations and adequate relief from loneliness during 
labor. But we do not talk of painless labor to our 
patients, any more than we would talk to them of 
painless life. 

Second, there is no such thing as “childbirth 
without fear,” any more than there is such a thing 
as life without fear. But with help and reassurance, 
one can work through an awesome event rather 
reasonably. The concept of childbirth without fear 
comes from Grantly Dick Read’s book, which, un- 
fortunately, was so titled by an American pub- 
lisher. Originally the book bore the title “Revela- 
tion in Childbirth,” which is something quite 
different. 

To re-emphasize, there is no such thing, as a 
general rule, as labor without fear, apprehension, 
pain, or anxiety, any more than there is life with- 
out some fear, apprehension, pain, or anxiety. 

The appropriate and conventional techniques of 
modern obstetrics are combined, then, with at- 
tempts on our part to offer what might be described 
as “humanistic support.” Support of this kind 
amounts simply to gentle reassurance and our 
realization that we can also concern ourselves with 
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helping a human being through an important, 
dificult period—a period which often has many 
ramifications with other events in this human be- 
ing’s life. 


Humanistic Support 


It seems to me that a word needs to be said about 
“humanistic support.” There is a growing tendency 
in modern medicine to flavor medical therapy with 
psychotherapeutics. Modern psychiatry has done a 
great deal to teach modern physicians that factors 
other than those which meet the eye may play an 
important part in illness of all kinds. Psychiatrists 
have discussed mechanisms of emotional problems 
and have offered plausible theories to account for 
their existence. Likewise, they have schooled us in 
some of the principles of psychotherapeutics, in 
the hope that our treatment as a whole may meet 
with more success, and that our patients may gain 
substantially in the comforts of living. Without 
their assistance, we would still be groping in dismay 
with many problems. For this we and our patients 
are grateful. 

Perhaps many of the problems of pregnancy and 
labor find their origin from emotional conflicts, as 
has been emphasized by Grantly Dick Read and 
modern psychiatrists. No one would venture to 
doubt this, I suppose. Yet, if one, as a physician, 
wishes to do something about these conflicts in his 
patients, how is he to go about it? What is the 
most helpful manner in which to resolve them? 
I do not know the answer to these questions. How- 
ever, a few points have come to my attention in 
dealing with patients, and these points may bear 
discussion. The observations have to do mainly 
with patients in the sphere of obstetrics and gyne- 
cology, but perhaps they might apply to all patients. 

Nothing nauseates a laboring woman and her 
husband more than to feel that they are being 
looked on as “psychological entities.” Nothing fills 
them with more rage than to feel that their physi- 
cian, either by action or word, has the opinion that 
they are doing what they are doing “simply because 
they are filled with fear.” Nothing tears them apart 
more than to have the physician imply that pain 
will disappear or subside only if they will become 
unfrightened and more confident and relaxed. Per- 
haps there is a grain of truth in the statement, but 
such philosophic dissertation is more appropriate 
for armchair discussion—not the labor room. 

People in general like to be accepted for what 
they are. Most persons have an urge to do the best 
they can with any given situation. This certainly 
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applies to the laboring woman and her husband. If 
a woman in labor is worried or tense, she has a 
right to be. She is often reassured by such a phrase 
as, “Yes, this is tough business at times all right, 
but keep going. You are doing well. You will make 
it, I assure you. Here is a hypodermic to help take 
the edge off your pains.” 

Or, if a woman is afraid, she is often eased by a 
remark such as, “Yes, most people would be fearful 
at a time like this. I’m sure that I would be too.” 
Perhaps she is eased by the realization that she is 
not different from others and that even her doctor 
has a human side. Often one hears a laboring 
woman state, “Oh, doctor, I wish that I would have 
this baby soon. I’m tired of this!” A comforting 
answer might be “I don’t blame you. It must seem 
like a long time, and labor is a drain on the pa- 
tience all right. But here is a sedative to ease things. 
The nurse will give you a back rub which will 
help. Your labor is going according to schedule. 
We will get there before too long. I don’t suppose it 
can be too soon for you.” Or another patient might 
say, “This is a lot easier than I expected.” There is 
no particular answer for that one. She has already 
said it. 

It takes a reasonably experienced medical attend- 
ant to care for the human, as well as the mechani- 
cal, side of labor. He or she must be endowed with 
a good deal of patience and a sense of understand- 
ing about what having a baby means to a great 
many mothers and fathers. He or she needs the 
ability to honestly reassure the patient, and an in- 
ordinate amount of respect for what the patient 
and her uterus can accomplish if given a chance. He 
or she would do well to realize that most women 
and their husbands are fearing the worst and that 
little meaningless remarks are quickly misconstrued 
to mean that trouble is brewing. 

The medical attendant is more helpful when he 
realizes that over-reassurance makes the patient sus- 
picious that something is not quite right. Nothing 
is more nauseating to a woman in labor than a 
bubbling, too cheerful obstetrician who claps his 
hands together and says, “And how are we today!” 
It is wisest to be straightforward, sincere. Honesty 
pays the biggest dividends. A medical attendant 
cannot change his personality, but he will find it 
the better part of wisdom to keep unindicated gloom 
or enthusiasm at a minimum. 

Most patients enter labor with a variety of feel- 
ings. Many are relieved that labor has finally 
started and that the last few long weeks of discom- 
fort and clumsiness have come to an end. But many 


Ceven the most adequately schooled and educated) 
will be doubtful and apprehensive because of the 
misconceptions and old wives’ tales that they have 
heard most of their lives. 

The gloomy patient who says, “Oh my God, it 
has finally started,” means this! The doctor need 
not become gloomy too, but may simply say, “Labor 
is serious business.” Appreciation of the patient's 
mood is reassuring to her. Another patient may 
say, “Oh, doctor, since 1 know so much about it, 
my labor will be a breeze!” The doctor might ap- 
proach this by stating, “I am sure that any pleasure 
you may get, you will be grateful for,” which may 
be a tactful way of saying “Is that so?” It offers 
the way for the doctor to gently re-educate the pa- 
tient that, though having a baby may be meaning- 
ful and heart-warming, it is by no means a breeze. 

As the medical attendant stays with his patient, 
conversation is as relaxed and easy as possible. He 
need not be a chatterbox, nor a mute. It is a help 
if he is calm and says any natural thing that is 
honestly comforting and reassuring. Sometimes 
only a word or two is necessary. Sometimes a some- 
what lengthy discussion is in order, even a rough 
drawing or two of what is happening. 

The major part of this staying with the patient 
can be done by a well-trained, thoughtful, and un- 
derstanding labor nurse. The doctor need do no 
more than admit the patient, stay a few minutes 
with her and her husband, and leave most of the 
rest to the nurse. We find that it is wise, however, 
if it is at all possible, to be with the patient our- 
selves from the time the cervix is 8 or 9 cm. dilated 
until the termination of labor, although even here 
a well-trained and willing nurse can carry on quite 
adequately with the majority of patients until the 
second stage is well in progress. 

In general, then, we forget psychologic theory 
when handling a patient in labor. We accept any- 
thing that the patient does as being the best that 
she can do. We admire the human element in our 
patient and try to demonstrate our own human un- 
derstanding of the turmoil of labor. 


Emotional Travails 


There is no need to go into the basic anatomic 
aspects of uncomplicated and normal labor here, 
but it might be well to say a little about the four 
periods of turmoil and struggle that have some 
emotional importance and significance for the pa- 
tient. 

One period occurs in the first stage, when the 
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cervix is about 6 or 7 cm. dilated. Even though the 
patient may know that a primiparous labor lasts 
from 12 to 15 hours, it never quite occurs to her 
how long 12 to 15 hours can be, until she has gone 
through the first 5 or 6 hours of labor. At this time 
she feels that her baby will never be delivered and 
that something must be wrong. Many of the old 
wives’ tales will, perhaps, come back to her and 
will make her frantic. It is at this time that exces- 
sive doses of medication have so often been given 
to a laboring woman. Moderate, though adequate, 
doses of medication, and the reassuring presence of 
the doctor or nurse usually are more effective in 
helping the patient along. I have seen many a 
frightened and apprehensive, yet willing, girl in 
the first stage of labor develop an indescribable 
maternal patience. This patience has been de- 
veloped largely with the help of calm reassurance 
and advice of the physician or nurse. Often exces- 
sive doses of medication do no more than make the 
patient more apprehensive and terrorized. She feels 
that she has lost her self-control. She is right. She 
has. 

Usually after half or three-quarters of an hour 
of attention, in addition to appropriate medication, 
the patient develops a patience which may remain 
with her for months or years afterwards. It is this 
interval, or perhaps the entire labor, which seems 
to teach her that labor just cannot be hurried! Per- 
haps it also stimulates her to develop the feeling 
that life itself cannot be hurried—a valuable lesson 
for anyone to learn! 

The second important period, from the humanis- 
tic standpoint, occurs at the end of the first stage 
of labor when the discomfort becomes most marked. 
This pain lasts about an hour, or for about 16 or 17 
contractions. It is felt usually in the back, although 
it may be felt only anteriorly above the groins and 
symphysis pubis, sometimes in both back and front. 
It is usually severe in primiparas, but ordinarily it 
is not unbearable. The more adept the obstetrician 
is at offering adequate doses of medication or 
nitrous oxide to breathe with each contraction and 
the more willing he is to see that someone stays 
with his patient at this time and reassures her, the 
more likely is she to be “carried over” into the sec- 
ond stage of labor without losing her willingness to 
co-operate. There are certain patients, however, 
whose pain becomes unbearable at this time, and 
it is in this period of labor that caudal or spinal 
anesthesia is most useful. 

In the early second stage of labor comes the 
third period which is of some emotional importance. 
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The patient begins to feel the beginning of a 
sensation of “bearing down,” but it is not very 
definite as yet because the head has not descended 
deeply enough, nor has it rotated completely. She 
must be kept from pushing and must be reassured 
that a little more time is necessary for the head to 
rotate further and to descend deeper into the pelvis. 
Should she push too early she will do nothing more 
than wear herself out. Explaining this to her and 
offering her nitrous oxide to breathe with each con- 
traction usually maintains her co-operation. 

The fourth important period, from an emotional 
standpoint, is at the time when the head has de- 
scended deep enough to reach the perineum. At 
this time bulging starts. The patient will inevitably 
have the feeling that the baby just cannot be de- 
livered through the vaginal opening without rip- 
ping her from stem to stern. By the use of pudendal 
block, this sensation is abolished and delivery can 
then proceed painlessly. Episiotomy can be _per- 
formed, and outlet forceps can be applied if re- 
quired, without causing discomfort. 

One readily sees, then, that during these four 
periods of turmoil, it is necessary for even the most 
adequately instructed patient to have trained ob- 
stetric personnel nearby to explain the process, to 
reassure her, and to administer adequate doses of 
medication. At the end of such prenatal training 
and as a result of such understanding and thought- 
ful support throughout labor, 90 per cent of our 
patients deliver quite spontaneously, to their in- 
tense gratification. 


Delivery Room Procedure 


In the delivery room, the patient's back and 
shoulders and head are supported at a 30-degree 
angle by a sponge-rubber support; in other words, 
she is in a semi-Fowler’s position. This position 
makes it easier for her to push with contractions. 
She is not tied down; just prior to delivery her legs 
are supported, though not strapped, in stirrups. 
Noise and confusion are kept at a minimum. Whis- 
pering is not allowed, because often the patient as- 
sumes that something has gone wrong. 

Before anything is done, it is explained to her 
briefly. Activities are unrushed, and she is advised 
in detail how to breathe and push with each of 
her contractions. Although she may have known 
what to expect in the second stage of labor, it is 
necessary to reinstruct her during delivery in an 
understanding and confident voice. With the ex- 
citement of the baby being so near to delivery, she 
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often forgets some of what she has learned and 
previously understood. 

When the occiput is in an anterior position, a 
patient will be relieved if she pushes with contrac- 
tions. She may grimace and struggle vigorously as 
she pushes, but when she is asked, she usually will 
tell you that it is a relief to be able to push forcibly. 
After the head has descended to the vaginal outlet 
and after the pudendal block has been applied, 
there is practically no sensation at all with each 
push. As the head slowly emerges at the outlet of 
the vagina, an episiotomy is usually performed. 
Though not too common, it is quite noteworthy 
that occasionally a patient is so relaxed from pu- 
dendal block that a 7- or 8-pound baby can be de- 
livered through a vaginal outlet without over- 
stretching at all. This sort of relaxation is compara- 
ble to that which is commonly seen with a caudal 
or saddle block. Some patients are so calm and 
relaxed that episiotomy is not required, even 
though a block has not been used. This is uncom- 
mon in primiparas. 

In the majority of patients, abdominal breathing 
is used in the first stage; chest breathing at the end 
of the first stage; and either chest breathing or 
breath-holding in the early second stage. Panting 
(like a puppy dog) is of help at the moment of 
delivery. Panting prevents pushing at this time and 
facilitates a slow delivery, so that the tissues do not 
become overstretched and the episiotomy does not 
become extended. 

The baby is delivered slowly, giving the patient, 
in a quiet but confident voice, a play-by-play de- 
scription of what part is appearing—head, bridge of 
the nose, tip of the nose, upper lip, chin, entire 
head, and so on. After the head has been delivered, 
there is a wait until the next contraction. A re- 
assuring look can be given and a few words said, 
so that the patient will know that the largest part 
of the baby has been delivered and that in a short 
time another contraction will come along, which 
will deliver the chest, abdomen, and legs. When 
this happens, she is advised to pant again till the 
baby is completely delivered. 

The child is held so that the mother can discover 
for herself what sex it is and so that she can look 
the baby over and reassure herself that it is all right. 

The reaction of many patients is quite a sight to 
behold. It is at this instant that a previously con- 
fused, but willing girl seems to turn into an all- 
knowing mother. Some women become ecstatic. 
Some have a few tears, and the whole gamut of 
emotion is run one way or another. The mother is 


offered the opportunity to express herself in her 
own emotional way, whatever it may be, without 
interference. Activity stops in the delivery room. 
Medical personnel are immobile during these first 
few minutes, to allow the mother the opportunity 
to completely feel whatever feelings happen to be 
hers. Perhaps a doctor or nurse may quietly say, 
“You did a good job,” or, “That's a fine baby. Every- 
thing is all right,” or some such thing. But these 
statements serve only as a background for the 
mother’s intense feelings. 

As our ability to create confidence in parents-to- 
be increases, we find that an occasional husband 
can be allowed in the delivery room. Contrary to 
what one might expect, they can be of great help 
to their wives. They do not faint. They do not con- 
taminate drapes. They are of amazing support to 
their wives. Almost invariably they gain an aware- 
ness of the great job that their wives are doing. 
They are able to share more fully this experience 
which has considerable meaning for both of them. 

The presence of the father in the delivery room 
is not permitted unless he has been adequately 
schooled in what to expect. In most fast-moving ma- 
ternity floors it would be extremely impractical and 
unwise to allow the husbands to stay in the delivery 
room. The occasional husband who has been al- 
lowed in our delivery room has been of great help 
from a morale standpoint. 

After the patient has been delivered, she is taken 
back to her room and the baby is taken to the nurs- 
ery. If she is using our rooming-in service, she takes 
the baby with her after a 10- to 12-hour rest. This 
rooming-in service cannot be discussed here, but at 
least 1 can say that most mothers who use it go 
home with a feeling of great confidence in their 
own ability to handle their babies. 

It makes sense to me that after a patient has gone 
through a pregnancy in the way I have described 
and after she has learned what it means to have 
someone stand by her, she will be all the more 
patient and willing to stand by her own child as 
he goes through the various stages of growing up. 
Mother, baby, and father alike must gain something 
from all of this. 

The value of the doctor-patient relationship, the 
doctor-nurse relationship, the mother-father rela- 
tionship, and the mother-child relationship is ob- 
vious. In stressing these relationships, I do not mean 
to imply that one person intends to be a god for an- 
other, but simply that it is possible for human be- 
ings to get along together and to have their lives 
made richer and more confident by doing so. 
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BY KEITH HAMMOND, M.D. 
Paoli, Indiana 


When the infant seems to be entirely healthy, the physician must nevertheless be thorough 

in his methods of examinations. Otherwise, he may overlook important abnormalities such as 

lesions of the central nervous system, deafness, fracture of the clavicle, congenital heart disease, a 
Wilms’ tumor, obstruction of the bladder, dislocation of the hip, or even an imperforate anus. 


A piump, pink, kicking, obviously healthy baby, 
especially if he is the tenth or fifteenth such child 
you have seen today, is likely to precipitate, in your 
mind, a strong feeling of futility. After giving him 
his immunization, checking his weight, and perhaps 
feeling his anterior fontanel, for no particular rea- 
son, it a temptation to hand him back to the mother 
with some mutterings about there obviously being 
nothing wrong with such a healthy looking baby. 
You are probably right, but some time you will 
hand him back with a palpable Wilms’ tumor along 
with his bill of health. Or the mother may come 
back a few days later to inform you that she be- 
lieves her baby is turning blue when he cries, and, 
sure enough, you find that he has congenital heart 
disease. 

In most cases no particular harm has been done, 
but occasionally it might be a fatal mistake. In any 
event, it is always better to be right than wrong. 
Enough such errors, and your books might conceiv- 
ably become as red as your face, not to mention the 
disappointment and unhappiness brought so abrupt- 
ly to the parents. 

It is not my intention to be critical of anyone. In 


considering the examination of well babies, I was 
led to my own state of mind somewhat as follows. 
It has already been mentioned that the well baby is 
not apt to arouse much interest on the part of the 
doctor. Consequently, his examination tends to be 


You may hand him back 
with a Wilms’ tumor 
along with 


his bill of health. 


superficial, if not downright sloppy. The doctor 
needs to keep in mind certain things for which he 
intends to look. If he looks for nothing in particular, 
he may well find nothing in particular. If he casual- 
ly punches the abdomen, he is not likely to feel a 
spleen unless it happens to be quite large. If he 
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quickly listens to the squalling newborn's chest, he 
is not likely to hear even a loud murmur. Obvious- 
ly, in a routine physical examination of a well baby, 
especially when there are many others to be ex- 
amined and the examiner is pressed for time, some- 
thing may be overlooked. 

Let us assume that the mother presents the baby 
for routine examination at, say, 6 weeks, 2 months, 
or 4 months of age. The baby looks and acts 
healthy, and the mother or nurse considers him to 
be perfectly well. He nurses well, sleeps normally, 
cries only when it is expected of him, coos, soils the 
proper number of diapers with the appropriate ma- 
terials, and his parents are proud of him. 

This leaves the doctor nothing else to do except 
a physical examination and, perhaps, to give an im- 
munizing injection, advise the parents, or do any 
other tests which are part of his routine. I propose 
to discuss the physical examination only, and that 
from only one standpoint, namely, the discovery of 


Turn the head forcibly 
to the right 
to elicit the 


Magnus reflex. 


those things which might be discoverable or sus- 
pected by this means alone. Those things for which 
we should search will have produced no recogniz- 
able signs or symptoms as far as the parents are 
concerned. 

First, let us consider the general appearance of 
the baby. Remember that it has already been stated 
that he appears perfectly healthy to the parents. 
But remember, too, that a mother might even be 
proud of the fair complexion of her anemic little 
girl. So, perhaps she needs a red count and hemo- 


(pp The Moro or 


) startle reflex. 


His abdomen, 
chest, 
and hat size 


are the same. 


globin determination just to see if her beauty is 
more than skin deep. 

Tragic defects are those of the central nervous 
system, because they so often go unnoticed by both 
doctor and parents until the baby has reached such 
an age that his parents have formed deep attach- 
ments. Those defects are sometimes undetectable 
by any method of physical examination for a time. 
However, along these lines, I will mention some re- 
flexes worth eliciting and some facts worth consid- 
ering. 

The Moro, or startle, reflex is present in the new- 

born but seldom persists beyond 6 months of age. 
Its absence indicates spastic diplegia, syphilis, or, 
perhaps, a fractured clavicle. It might indicate deaf- 
ness. 
Twist the newborn baby’s face forcibly to the 
right to elicit the Magnus reflex. The right arm and 
leg will extend, and the left arm and leg will flex. 
Persistence of this reflex after the first few months 
of life indicates cortical or pyramidal damage. 

A 2-month old will follow his mother’s moving 
finger with his eyes. A 4-month old laughs and 
smiles, and, at 6 months, he wants to sit up, with 
support. At 1 year, he shows off when laughed at 
and can probably manage a cup and spoon in a 
sloppy way. He will also wave bye-bye and may 
say “ma-ma” or “da-da.” By 15 months, he will build 
a two-block-tall tower, and, if he doesn’t talk by 
18 months, he is backward. At 18 months, he knows 
five to ten words, and, at 2 years, he is likely to 
recognize 300. At 18 months he is a mimic, and he 
has more or less bowel control. At 2 years, the 
tower he builds with blocks has reached six-high, 


and he knows what is “yours” from what is “mine.” 
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Baby’s Weight and Length 
In evaluating the baby’s weight and length 


(crown to heel), one has to consider the history—was 
he full term, and what was his birth weight? If you 
can remember the average weights and lengths at 
various ages, your mind is cluttered. If you are like 


Keep the needles 
out. They're ugly 


but usually innocent. 


me, either guess at it or refer to a chart which you 
keep pasted on the wall near the scales. However, 
it is easy to remember that, in general, the birth 
weight doubles in five months, triples in one year; 
but he gains only about 6 pounds the entire second 
year. The average length of the newborn, full-term 
baby is 19 or 20 inches, and, at six months, it is 
24 inches. He grows 3 inches the second six months 
and 5 inches the second year. At 2% years, he is ap- 
proximately half as tall as he will be on his first 
wedding anniversary. The newborn baby’s navel 
is about halfway between his head and his feet. His 
head is too big if its circumference is greater than that 
of his chest. His waist measurement, chest measure- 
ment, and hat size are approximately the same at 
birth. He is about 14 inches in all three of these 
measurements. At 2 years of age, they are still equal 
Cabout 19 or 20 inches), and then his chest and 
abdomen start to outgrow his head. 

The posterior fontanel closes early and is usually 
gone by the time the baby is 8 weeks old, while 
the anterior one remains open until age 18 months. 
Is he two years old and the fontanel still open? 
Perhaps he is hydrocephalic or rachitic. Is he only 
5 months old, and it is already closed? Perhaps he 
is microcephalic. Does it bulge? If he is a relatively 
new baby, he might have a subdural hematoma and 
not yet have shown symptoms. Is it asymmetric? It 
is probably nothing serious, but could be rickets. 
Just reassure the mother and keep the needles out 
of her baby’s head if he has a cephalhematoma. 
They are ugly but usually innocent. 

Look into the eyes of every premature infant 
with your ophthalmoscope. Like tuberculous men- 
ingitis, retrolenticular fibroplasia used to be a di- 
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agnosis which, once made, did nothing more than 
grieve the parents and reassure the doctor regard- 
ing his diagnostic acumen. Now that ACTH begins 
to offer some possible hope of preventing blindness 
in the child with retrolenticular fibroplasia, the di- 
agnosis is of the utmost importance. The descrip- 
tion of the ophthalmoscopic appearance with color 
illustrations can be found in textbooks, but my ad- 
vice is that, if the retina looks abnormal, call the 
ophthalmologist for help and advice. Perhaps what 
you see is not retrolenticular fibroplasia, but you 
have done the child no harm. To be considered 
along these lines would be a retinoblastoma, per- 
haps, or, possibly but not likely in a well baby, the 
effects of toxoplasmosis. Most other abnormalities 
which would manifest themselves in the eye 
grounds would appear only in obviously sick babies. 
If the baby is over 6 months old and does not seem 
to have binocular fixation, do not guarantee the 
mother that he will not have a squint later, and if 
he is over | year and still cannot fixate, refer him to 
an ophthalmologist. 


Refer him 
to an eye man 


if he still cannot 


fixate. 


Detecting Other Abnormalities 


Detection of partial deafness in a very small baby 
is difficult, if not impossible. The newborn baby is 
deaf only for the first 24 hours, but, by the age of 
2 days, he can be frightened by loud sounds. When 
he is only a month old, he shows interest in strange 
sounds by turning the eyes. He recognizes familiar 
voices by the time he is 3 to 5 months old. At 6 
months, mother will feel that her offspring is an- 
other prodigy, because he loves music so much, and, 
by 9 months, she is sure of it, because he begins to 
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bounce to its rhythm. A completely deaf child will 
show no change of facial expression when a loud 
sound is made near him, nor will he exhibit the 
Moro reflex at this time. It is imperative that partial 


It is possible 

for an 

apparently healthy boy 
to have 


a distended bladder. 


deafness be recognized as early as possible, and that 
the child be treated or referred for treatment or for 
speech training. If a child is 2 years old and cannot 
form any intelligible words other than “ma-ma” or 
“da-da,” he is probably deaf. Partially or completely 
deaf children often acquire behavior problems quite 
early. 

When checking over an apparently weil new- 
born, feel the clavicles. A fractured one is easily 
overlooked. Other broken bones incurred during 
birth are not so likely to be missed, nor are they 
common. 

Listen to the lung fields, although, if there is 
atelectasis sufhicient to give physical signs, the baby 
will probably appear ill. Keep in mind congenital 
cysts. 

If the baby’s breasts are swollen, just reassure 
the mother about them and the witch’s milk they 
may exude. 

Examine the heart of an infant carefully, with 
congenital defects in mind. Remember that in those 
defects in which there is no intermixing of venous 
and arterial blood, there is no cyanosis, and the 
baby may appear well. Here, again, we have some- 
thing which used to be of academic interest, as far 
as treatment is concerned, but it now interests the 
surgeons, as well as the newspapers. Just the sound 
of the machinery-like murmur, for instance, prac- 
tically makes the diagnosis of a patent ductus ar- 
teriosus, and this is one of the most operable of al! 
congenital heart defects. The operative mortality is 
very low and the fortunate patients later become 
parents or even grandparents. Usually,. however, 
the typical murmur of a patent ductus does not de- 
velop until after the age of infancy. 

With all the recent emphasis on congenital heart 
disease, the clinical features which differentiate the 
various types are becoming better known, but you 
have really done your duty when you recognize that 


a congenital defect exists, and refer the patient to 
a cardiologist who is competent to identify the le- 


sion specifically. 


Describe all murmurs and thrills as to location, 
timing, transmission, etc., and map out the config- 
uration of the heart by percussion, and write all 
this information down on the record. This will help 
you when mother leaves with her baby, and you 
can get your books down. The differential diagnosis 
of congenital heart defects is a lengthy subject, but 
do not think for an instant that ears, eyes, fingers, 
history, and common sense have entirely given way 
to cardiac catheters. So, keep your stethoscope on. 
Incidentally, it is usual to wait until the child is 
2 to 4 years of age before doing a “blue baby” op- 
eration. 

Little babies’ livers extend below the costal mar- 
gin and, even up to 10 years of age, may extend an 
inch below. A palpable spleen is abnormal and may 
prove to be the prelude to exhaustive studies in an 
effort to explain it. But do not always make a diag- 
nosis of some horrible disease from the back of the 
textbook too quickly, because there are, at times, 
simpler and less unhappy explanations. Along these 
lines, it is well to inquire whether or not the child 
has had any acute illness recently. 


Wilms’ Tumor 


Any other mass you feel, except a full colon, in 
an apparently well baby’s abdomen, is most likely 
to be a Wilms’ tumor. So, you should always pal- 
pate the baby’s abdomen, not just casually, but care- 
fully. There are cures of Wilms’ tumors, especially 
when they are operated early, by a good surgeon, 
through an anterior approach. Curiously, however, 
the size of the tumor has no relation whatever to 
the prognosis. Most Wilms’ tumors are not recog- 
nized and operated until the baby is out of its in- 
fancy, and these are usually first noticed by the 
mother. However, they have even been found at 
birth and sometimes start their growth while the 
baby is still in utero. It, therefore, stands to reason 
that the more tiny babies’ abdomens one palpates, 
the more early tumors the examiner will find. Once 
you feel the mass, let it alone—even palpation might 
spread it. 

If it is not a Wilms’ tumor, the next best bet is 
that it is a neuroblastoma, and this is worse, but not 
entirely hopeless. This tumor metastasizes early to 
bone, where it causes much pain. This is just men- 
tioned in passing as one of the differentiating fea- 
tures. Hypernephromas do not affect infants. 


GP © Volume IV, Number 6 


. 
| 4 
- 
4 
: 
56 
| 4 


It is possible to have a greatly distended bladder 
in a baby which is apparently well. This, of course, 
represents a urologic problem, and is probably 
caused by congenital valves in the urethra. Almost 
invariably such congenital obstruction of the ure- 
thra is in male babies. The obstruction can be cor- 
rected surgically. So, you should feel for a full blad- 
der and note the contour of the lower abdomen, 
even in a well baby. 

Next we come to congenital dislocation of the 
hip. Actually, there is only a potential dislocation 
in the newborn, but it is frequently recognizable by 
the second month. Lay the baby on his back and 
flex his knees and thighs. Then abduct the thighs. 
There is marked limitation of abduction on the af- 
fected side. Next extend his thighs and knees and 
hold them together. The affected limb tends to ro- 
tate externally, and the inguinal fold angulates 
downward on that side. Turn him on his belly, 
knees and hips extended. The knee fold and the 
gluteal fold on the affected side may stand above 
those on the unaffected side, and there may be an 
extra fold in the thigh below the gluteal fold. Con- 
genital dislocation has a hereditary tendency and is 
four times more common in girls than in boys. Con- 
genital dislocation of the hip is easily overlooked 
in an apparently well baby. This is unfortunate, 
because it is extremely important that the defect be 
found early and that treatment be instituted, if a 
cure is to be accomplished. 

This leaves one more defect which may be found 
in an apparently well infant, and, at that, only in 
the newborn, because the baby will no longer ap- 
pear well if this defect goes unnoticed very long. 
This abnormality is an imperforate anus. Strange to 
say, most often an imperforate anus is discovered 
by the mother or the nurse. The vast majority of 
these cases are extremely amenable to surgery, so 
it is important to make an early diagnosis. If the 
doctor is reluctant to examine the baby’s anus, or 


if he fears he might forget to do so, a satisfactory 
check is to see that it is a rule in the hospital that 
all newborn babies have a rectal temperature 
charted within the first few hours of life. Similarly, 
the first wet diaper should be noted. 

Unfortunately, many babies with imperforate 
ani have other congenital defects, particularly in 
the gastrointestinal tract. However, I have made no 
mention of these, because physical examination will 
not disclose them and by the time they are manifest, 
the babies appear ill. 

This leaves one other matter which should be 
commented upon, although it is not exactly a de- 
fect. Little girl babies sometimes have a bloody vag- 
inal discharge. This may or may not be serious. 
Usually it is not. A good rule is to consider it to be 
serious if there are any other signs of hemorrhagic 
disease of the newborn. If there is nothing more 
than a bloody vaginal discharge, give vitamin K if 
you have not already given it as a routine proce- 
dure, and reassure the mother. 

There are undoubtedly many items I have failed 
to mention, and perhaps those here are only my 


A bloody discharge 
may or 
may not 


be serious. 


“pets.” By looking for things such as these, you will 
at least have a routine to follow. Anything else you 
find along the way will be an extra reward for all 
the effort you have expended on hundreds of others 
who were apparently well, and whom you found 
to be, sure enough, apparently well. 


AN OBESE MOUSE 


Puysicrans who have to try, at times, to reduce the weight of patients, will be interested in the 
picture in Science News Letter for March 31, 1951, of a newly discovered, very obese mouse. 


It represents a mutation, the new strain of mice having appeared suddenly in the summer of 
1949. The new mice are huge, shapeless things. The trait is hereditary and recessive in nature. 


A study of these mice may throw some light on the nature of hereditary obesity in man. 
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The Present Status of ... 


For almost half a century physiologists and cardi- 
ologists have accepted the idea, originally put out 
by Walter E. Garrey and others, that auricular 
fibrillation is due to circus movements in the mus- 
cular fibers of the auricles. During the past four 
years my colleagues and I have conducted a series 
of studies in animals and in men which have con- 
vinced us that the old theory is incorrect. We used 
two useful instruments, the high-speed cinemato- 
graph and the cathode-ray oscillograph. 

Experimentally, any of the arrythmias of the 
auricle can by initiated by an electrical, chemical, 
or mechanical stimulus which will set up an ectopic 
focus discharging at a certain rate. This rate de- 
termines which type of arrhythmia will appear. 
Relatively slow discharges cause premature auricu- 
lar systoles and paroxysmal auricular tachycardia, 
while faster discharges produce either auricular 
flutter or auricular fibrillation. Cinematographic 
studies of the auricles in both man and animals 
showed conclusively that, in fibrillation as well as 
in the slower-rate arrhythmias, there are no circus 
movements. 

In animals, the spread of the impulse from the 
ectopic focus has been traced with the help of 
direct auricular-lead electrocardiograms and _ by 
cinematography. In man, with the help of esopha- 
geal-lead electrocardiograms, auricular flutter was 
found, again to be due to rapidly recurring impulses 
spreading in all directions from an ectopic focus. 
This focus is usually at the caudal end of the 
auricles, and the impulse keeps spreading cephalad. 

Auricular fibrillation comes when the rate of dis- 
charge from an ectopic focus exceeds the rate at 
which the auricles can respond rhythmically. High- 
speed cinematographic films and cathode-ray oscillo- 
grams, made while the auricles are being stimulated 
at gradually increasing rates, show that certain fail- 
ures of conduction appear before the threshold for 
fibrillation is reached. These failures grow progres- 
sively more pronounced until they culminate in 
the chaotic mechanical and electrical activity charac- 
teristic of auricular fibrillation. 


Some observers have compared the cinemato- 
gtaphic appearance of the fibrillating auricle to the 


Auricular Fibrillation 


appearance of boiling water in a pot, or to myriads 
of shimmering reflecting lights. Electrically, as well 
as mechanically, auricular fibrillation is character- 
ized by rapid, continuous asynchronous activities of 
varying strengths, occurring at irregular rates. 

Cinematography and oscillography have been use- 
ful in studying the effects of quinidine and digitalis. 
Because auricular fibrillation occurs when the rate 
of discharge from an ectopic focus reaches a certain 
threshold, and since this threshold is determined 
by the conductivity of the auricular muscle, the 
effect of a drug on the fibrillating auricle depends 
on its ability to alter either the rate of discharge of 
the ectopic focus or the conductivity of the muscle. 
An anti-arrhythmic drug to be effective either must 
decrease the rate of discharge from the ectopic focus 
and/or improve auricular conductivity. Quinidine 
and digitalis both depress auricular conductivity at 
rapid ectopic rates, and thereby lower the threshold 
for fibrillation. 

The anti-fibrillatory action of quinidine is de- 
pendent on its ability to slow the rate of discharge 
from an ectopic focus and thus to lessen the fail- 
ure of conduction at rapid rates of stimulation. 
Digitalis generally increases the rate of discharge ' 
from a well-established focus in a long-continued 
fibrillating auricle and thus tends to perpetuate 
auricular fibrillation. In these instances its thera- 
peutic value results from its ability to slow a rapid 
ventricular rate. In paroxysmal fibrillation or in 
fibrillation of recent origin, digitalis may terminate 
the arrhythmia. This occasional anti-arrhythmic 
action of digitalis is not clearly understood. 

Lewis noted that occasionally vagal stimulation 
would interrupt fibrillation in the experimental 
animal, and we have noted a quinidine-like action 
of digitalis in large doses in the experimental ani- 
mal. Clinically the occasional anti-arrhythmic action 
of digitalis may be due to a strong vagal action of 
the intravenous glycosides or to the correction of 
congestive failure acting as a trigger mechanism. 
It is thus apparent that from a practical standpoint 
the treatment of auricular-fibrillation is the same 
as in the past, but ideas concerning the mechanism 
of drug action must be revised. 

—Myron PRINZMETAL. 
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Acute Head Injuries 


BY HENDRIK J. 


Mayo Clinic, Rochester, Minnesota 


SVIEN, M.D. AND HENRY W. DODGE, 


JR, M.D. 


Only about 15 per cent of patients with acute injuries to the head require immediate surgical treatment. 


In all cases, maintenance of adequate respiration, treatment of shock, and careful and repeated 


examinations of the patient are of prime importance. Conservative treatment is based on good nursing care 


and the use of a dehydration regimen directed to the prevention or relief of increased intracranial pressure. 


Tue incidence of injuries to the head in the mid- 
twentieth century is so high that an understanding 
of the basic physiologic principles and the rational 
principles of treatment in acute cranial and intra- 
cranial injury becomes of prime consideration to 
every physician. In this discussion an attempt will 
be made (1) to outline the basic principles in the 
care and treatment of patients having head injuries; 
(2) to indicate which patients should undergo im- 
mediate surgical measures; (3) to describe briefly 
the operations; (4) to indicate which patients may 
need operations later; and (5) to mention some of 
the sequelae which follow injuries to the head. 

From the practical standpoint, head injuries may 
be divided into two general categories; namely, 
those which do and those which do not require im- 
mediate operation. It has been estimated that from 
10 to 15 per cent of patients with acute head in- 
juries seen in the usual practice require immediate 
or early surgical intervention. 

In determining whether or not a patient with a 
head injury will require early operation, certain 
important observations must be made and certain 
important aspects of treatment may have to be in- 
stituted as soon as the patient comes under the care 


of the physician. The immediate care, which may 
be of total importance in any type of head injury, 
consists of the following three measures: (1) at- 
tention to the respiratory state, (2) treatment of 
shock, and (3) meticulous examination and obser- 
vation of the patient with a view to early recognition 
of surgical emergencies. 

The Respiratory State. The establishment and 
maintenance of an adequate airway takes prece- 
dence over all other measures in caring for the un- 
conscious patient. The tendency for the tongue to 
drop back into the throat often can be prevented 
by simply placing the patient on his side. If this 
maneuver is not adequate, a small airway may be 
introduced. Accumulations of saliva, mucus, blood, 
and vomitus should be aspirated from the airway 
with a small rubber catheter and aspirator as fre- 
quently as their collection warrants. This proce- 
dure not only assists in maintaining an adequate 
airway but may prevent aspiration of the fluid and 
subsequent atelectasis and pneumonia. Elevation of 
the foot of the bed promotes drainage of the fluid 
in the tracheobronchial tree and is helpful in keep- 
ing the respiratory passages clear. In the presence 
of fractured jaws or trauma leading to swelling and 
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edema of the pharynx and buccal cavity, tracheot- 
omy should be seriously considered. It should be 
carried out if there is question of being able to 
maintain a free respiratory passage without this 
means. 

If respiratory embarrassment or involvement of 
the respiratory center is present, as evidenced by 
cyanosis, Cheyne-Stokes respiration, or an exces- 
sively rapid or excessively slow respiratory rate, 
oxygen therapy is necessary. An oxygen tent in this 
instance is ineffective because sufficient amounts 
of oxygen cannot be supplied to the patient. A face 
mask is preferred. A mixture of 95 per cent oxygen 
and 5 per cent carbon dioxide is preferable to pure 
oxygen. The inhalation of pure oxygen results in 
mild vasoconstriction, while the addition of car- 
bon dioxide to the inhaled gas improves the cerebral 
flow of blood. A flow of 6 to 8 liters a minute has 
proved to be the optimal rate. Oxygen therapy is 
beneficial in these cases, inasmuch as the conges- 
tion and edema of the brain inhibit the delivery of 
oxygen to the tissues and lead to further edema and 
increased anoxemia, thus initiating a vicious cycle. 
Oxygen therapy may help to prevent the onset of 
increased intracranial pressure. 

Shock. A state of shock is rarely encountered by 
the physician among patients with uncomplicated 
injuries of the head. When shock is present, a care- 
ful search for associated injuries, such as perforated 
viscus, ruptured spleen or liver, thoracic injury, or 
severe skeletal fractures, should be made. In an oc- 
casional case, a laceration of the scalp may bleed 
sufhciently to produce shock; appropriate bandaging 
of the head will serve temporarily to meet this con- 
tingency. Primary, or neurogenic shock, which is 
generally short-lived, undoubtedly occurs at the 
time of the injury to the head, but by the time the 
patient is first seen by the physician, it has gen- 
erally disappeared. If shock alone is present, the 
standard methods for its treatment should be em- 
ployed. 

Skeletal fractures complicating severe head in- 
juries are best handled by some means of temporary 
but adequate immobilization. When this is accom- 
plished, the fracture no longer contributes to the 
state of shock. Definitive treatment of the fracture 
can be delayed for days until the patient's condition 
has stabilized and until the use of necessary an- 
esthetics will no longer involve serious risk. Severe 
sucking or crushing injuries to the thorax take prec- 
edence over even the most urgent complications 
owing to head injury, because the former constitute 
the greater immediate threat to life. Acute injury to 


the head complicated by ruptured spleen or liver 
constitutes a most difficult problem. If the diagnosis 
of ruptured viscus is certain, and if it is felt that 
this condition is responsible for a continued state 
of shock, attention should be given to the compli- 
cation before operation on the head. If, however, 
the physician feels fairly certain that an epidural 
hemorrhage is present, and that the abdominal com- 
plication can wait for several hours, operation on 
the head should have precedence. No rule of thumb 
exists for handling these complicated cases; the phy- 
sician must rely on his judgment and experience, 
and in retrospect he probably will note that he has 
not been right in some instances. 

Examination of the Patient. While the aforemen- 
tioned procedures are being carried out, an accu- 
rate history can be taken from whatever witnesses 
are available. The nature and force of the blow to 
the head should be considered, and the interval 
of time between injury and examination should be 
determined. The presence of a lucid interval and 
its duration should be noted. When all available 
facts have been obtained, careful physical and neu- 
rologic examinations are carried out. The general 
physical examination should determine the _pres- 
ence or absence of associated injuries. The patient 
should be catheterized to rule out the presence of 
bleeding from the urinary tract. The extent and 
nature of lacerations or abrasions of the scalp 
should be evaluated. The presence or absence of 
otorrhea or rhinorrhea should be noted. The blood 
pressure, pulse rate, and respiratory rate should be 
recorded. 

It is important that the neurologic survey give an 
adequate base-line evaluation of the patient's condi- 
tion. The state of the pupils should be noted; 
equality, reaction to light, and conjugate deviation, 
if present, should be recorded, as should the pres- 
ence of palsies of the ocular muscles. The presence 
of hemiparesis may be difficult to determine if the 
patient is unconscious. Observation of the patient's 
breathing may be of help. If hemiparesis is present, 
the ala nasi on the paralytic side does not flare with 
inspiration as does the ala on the normal side. Ob- 
servation of the spontaneous movements of the pa- 
tient also will give some clue as to which is the 
weak side. Both eyelids should be raised passively. 
The normal eyelid promptly falls back into the 
closed position and completely covers the eye; the 
eyelid on the affected side slowly falls back into 
its normal position. When the arm on the normal 
side is raised above the face and thorax and then 
released, its normal tone guides it back into its posi- 
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tion by the side of the body and it does not fall on 
the face or thorax. When this maneuver is carried 
out with the weak side, the arm drops limply onto 
the face or thorax. On passive flexion of the lower 
extremity followed by sudden release, the limb on 
the normal side rather slowly assumes its usual posi- 
tion; after this maneuver the leg on the affected 
side falls quickly into an abducted and extended 
position. The deep tendon reflexes, the abdominal 
reflexes, and the Babinski sign should be elicited 
and compared on the two sides. 

Roentgenograms of the skull should then be 
taken. These should include anteroposterior, pos- 
teroanterior, and lateral views. Roentgenograms of 
the cervical portion of the spinal column should be 
taken when indicated by the history or physical 
findings. A roentgenogram of the thorax should be 
included routinely in this early roentgenologic sur- 
vey. Roentgenologic examinations of this nature, if 
the patient is carefully handled, can be done with- 
out hazard to the patient. Early roentgenologic ex- 
amination is important, not only from the stand- 
point of adequate evaluation of the patient's condi- 
tion, but also from the medicolegal aspect. 


Early Surgical Intervention 


When examination of the patient has progressed 
to this point, it is necessary to decide whether or 
not early surgical intervention is indicated. 

A simple linear fracture of the skull is not of it- 
self an indication for surgical treatment. A fracture 
of the skull may have some positive value in that 
some of the force is dispersed which might other- 
wise be transmitted to the brain. Unless there is 
evidence of associated damage to the brain or hem- 
orrhage, unless the fracture extends into the mas- 
toid or paranasal sinuses, or unless the fracture is 
depressed, a skull fracture is of relatively little sig- 
nificance. 

The conditions necessitating early surgical inter- 
vention are (1) certain depressed fractures of the 
skull, (2) compound fractures of the skull, (3) cra- 
niocerebral wounds, and (4) epidural or acute sub- 
dural hemorrhage or both. 

A depressed skull fracture may consist of depres- 
sion of the internal table alone or of both tables, in 
either instance with or without penetration of the 
dura and with or without local extradural extra- 
vasations of blood or contusion and bleeding of the 
underlying brain. Although roentgenographic ex- 
amination is helpful, the diagnosis of the extent of 
the injury cannot be determined with certainty 
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by this means. If the patient is conscious, if the 
depression overlies one of the so-called silent areas 
of the brain and does not involve the venous sinuses, 
and if the scalp is not penetrated, elevation of the 
depressed bone can be delayed justifiably. If the 
patient is unconscious, however, the depressed bone 
must be elevated and the site of fracture investi- 
gated as a possible source of intracranial bleeding. 
If the depressed part overlies the motor strip or a 
large vascular channel, early elevation is indicated. 
If the scalp is lacerated over a depressed fracture, a 
compound injury exists, a condition which requires 
early correction. In some cases of depressed frac- 
ture of the skull, it is advisable to sacrifice the com- 
minuted fragments and to cover the bony defect 
with a tantalum plate. In a few cases this procedure 
can be carried out along with the initial operation, 
thereby obviating the necessity of a secondary pro- 
cedure. 

Early, but not necessarily immediate, elevation of 
practically all depressed fractures should be carried 
out. Among the reasons for this rule is the fact that 
roentgenologic studies may fail to show the true 
extent of the depression, for thin spicules or pieces 
of bone turned on edge may not be clearly demon- 
strated roentgenologically. In the case of large de- 
pressions, the space-consuming factor necessitates 
elevation. The less extensive depression overlying a 
potential epileptogenic area must be treated reason- 
ably early in an attempt to prevent epilepsy later. 

Compound fractures of the skull require correc- 
tion as early as possible. The fracture line should be 
examined carefully for imprisoned foreign particles. 
If these are present, it may be necessary to enlarge 
the fracture line in order to remove them. The un- 
derlying dura should be examined, and if lacerated, 
should be properly repaired. Damaged brain tissue, 
if present, should be removed. 

Craniocerebral wounds demand early surgical 
care. As in most cases already mentioned, these 
cases represent major neurosurgical procedures 
which should be carried out in hospitals especially 
equipped for neurosurgical work. When these fa- 
cilities are not immediately available, the cranio- 
cerebral wound should be irrigated gently with 
penicillin solution (1,000 units per cubic centi- 
meter) and lightly packed with moistened strips of 
gauze, after which a fairly snug head dressing 
should be applied. The scalp should be shaved over 
a wide area surrounding the wound, and the bleed- 
ing vessels in the scalp tied off as preliminary steps. 
The patient should then be transported to the near- 
est hospital having adequate facilities. 
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Epidural hemorrhage should be recognized as 
early as possible. A history of a lucid interval, pro- 


gressive contralateral hemiplegia and coma, ipsi- 
lateral dilated pupil, and a fracture across the course 
of the middle meningeal vessels constitutes the clas- 
sic chain of events and findings. The lucid inter- 
val may vary from one to twenty-four hours or more, 
depending on whether the main trunk of the mid- 
dle meningeal artery, its smaller branches, or the 
accompanying veins are the source of bleeding. A 
severely injured patient may not have a lucid in- 
terval. In such cases a deepening of the uncon- 
scious state is seen, and repeated neurologic exami- 
nation will reveal progressive hemiplegia. Hemi- 
plegia which comes on immediately after trauma is 
due generally to cerebral laceration and as a rule 
is not amenable to surgical treatment. Coinciden- 
tally with the progression of the hemiplegia, a deep- 
ening coma develops. If the lucid interval is short, 
coma is usually rapid in its development and is 
complete in two or three hours. Dilation of the ipsi- 
lateral pupil will be present in about half of these 
cases. Fracture across the course of the middle me- 
ningeal vessels is present in about 85 per cent of 
cases of epidural hematoma. 

The treatment of epidural hemorrhage consists of 
placing a burr hole over the course of the middle 
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meningeal vessels in the temporal region halfway 
between the zygoma and parietal boss in a line ex- 
tending vertically from the tragus. If a hematoma is 
present, the bone defect is enlarged, and the blood 
and clots are evacuated. At times it may be neces- 
sary to ligate the middle meningeal artery at its en- 
trance into the skull (foramen spinosum ). The dura 
should be opened in order to determine whether 
a clot is present over the cortex. If present, it is 
irrigated away and any obvious bleeding points on 
the cortex are attended to. This procedure can best 
be carried out in a hospital equipped for neurosur- 
gical operations (See figure). On the other hand, if 
coma, hemiplegia, and other signs of extradural hem- 
orrhage develop so rapidly that doubt exists as to 
whether the patient can be transported to such a 
hospital in time, the attending physician, or the 
general surgeon in the area, should place the burr 
hole as described. The hematoma should be evacu- 
ated. 

If the bleeding point cannot be found easily, a 
Penrose drain should be inserted over the involved 
dura and the wound lightly closed. The patient 
then should be given supportive treatment consist- 
ing of a transfusion of blood if necessary, and should 
be transported to a place where neurosurgical fa- 
cilities are available. 
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Conservative Treatment 


General Measures. If the patient under consider- 
ation does not fall into one of the categories in which 
early surgical intervention is required, conserva- 
tive measures are employed. Good nursing care is 
an essential feature of this program. Graphic rec- 
ords should be kept of the blood pressure, pulse 
rate, and respiratory rate. These observations should 
be recorded as frequently as every half hour during 
the critical phase. A statement as to the level of 
consciousness also should be recorded. In this way, 
subtle changes in the condition of the patient will 
be recognized early. The patient should be placed 
in the semi-Fowler position as soon as his condition 
will permit. This position provides dependent drain- 
age of the injured brain and may be effective in 
lessening the degree of impending cerebral edema. 
A record should be kept of the intake and output 
of fluid. These data are important in planning sub- 
sequent administration of fluids. If the patient is 
incontinent, an indwelling catheter should be used. 
This expedient not only permits accurate measure- 
ment of urinary output, but also obviates irritation 
of the skin as a result of lying in a wet bed. The 
eyes should be irrigated at least twice daily with a 
saturated solution of boric acid, and sterile mineral 
oil should be instilled into the conjunctival sacs 
twice daily. These procedures prevent corneal irri- 
tation for the patient who is unconscious and whose 
corneal reflex is absent. Drying and cracking of the 
lips and tongue can be prevented by applying glyc- 
erin to these structures several times daily. Paroti- 
tis can be prevented by coating the inside of the 
buccal membrane with lemon juice several times 
a day. 

Sedation. The extreme restlessness of many of 
these patients is definitely detrimental to their well- 
being and progress. Such activity increases their 
oxygen demand, utilizes their store of energy need- 
lessly, and subjects them to the danger of additional 
trauma. In many instances this restless state is ini- 
tiated and maintained by the presence of a full 
bladder, and the passing of a catheter solves the 
problem. Sedation may be necessary in some cases. 
Morphine should not be used, as this drug de- 
presses an already disturbed respiratory center, 
masks the pupillary changes, and clouds the true 
state of consciousness. Either chloral hydrate in a 
dose of 20 to 40 gr. (1.3 to 2.6 Gm.) by rectum, or 
paraldehyde in the same amount should be tried 
first, inasmuch as these drugs are not respiratory 
depressants and can be employed with relative safe- 
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ty. If the patient can swallow without difficulty or 
if a stomach tube is in place, these drugs can be 
given in somewhat smaller doses. If either of these 
drugs does not produce the necessary degree of 
quietude, the physician can then resort to pheno- 
barbital sodium administered subcutaneously in 
doses varying from 2 to 4 gr. (0.13 to 0.26 Gm.). 
For the occasional patient it may be advisable to 
give Sodium Amytal intravenously, in doses rang- 
ing from 3% to 6 gr. (0.25 to 0.4 Gm. ). If restless- 
ness persists despite the use of these measures, 
spinal puncture on the second, third, or fourth day 
after injury may be advisable. Removal, from the 
subarachnoid spaces, of decomposed blood which is 
irritating, often helps considerably in quieting such 
a patient. 

Control of Fever. Extreme degrees of fever are 
detrimental to a patient with an injury to the head. 
The demands for energy and oxygen are increased, 
and the processes of cell destruction are augmented. 
Attempts should be made to keep the temperature 
below 102° F. Probably the most effective method 
is to employ alcohol sponge baths frequently. The 
alcohol is cooled by introducing ice cubes into the 
solution. An electric fan which is placed near the 
bedside is then directed over the exposed body. This 
method can be supplemented by the use of ice 
water enemas and aspirin in doses of 10 to 20 gr. 
(0.65 to 1.3 Gm.) by rectum. 

Liquids and Nourishment. Maintenance of fluid 
balance and nutrition of the patient who remains 
unconscious for a number of days is extremely im- 
portant. The question of whether or not to employ 
dehydrating measures in the early stages after injury 
to the head is a moot one. The rationale for employ- 
ing dehydration measures is to combat cerebral 
edema which is thought by some to appear within 
the first twenty-four hours after injury. Others, 
however, deny that cerebral edema plays a signifi- 
cant role in cases of injury to the head, advise full 
intake of fluids, and feel that a dehydration pro- 
gram may be dangerous. The results of experi- 
mental work and clinical studies in this regard are 
conflicting; some studies indicate that significant 
cerebral edema does not occur after injury to the 
head, while other studies have demonstrated defi- 
nite and significant increase in brain volume after 
such trauma. 

In the face of these conflicting opinions, what is 
the physician to do? In such instances, he must be 
guided by his experiences and must work out a plan 
which seems rational and satisfactory. We favor a 
program of moderate dehydration during the first 
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two or three days following the patient's injury. 

To our knowledge, harmful effects have not re- 
sulted from the following program: During the 
first twenty-four hours the patient is given 1,000 to 
1,500 cc. of a 5 per cent solution of glucose in dis- 
tilled water by the subcutaneous route. This mode 
of administration assures a slow uptake and utiliza- 
tion of fluid and prevents flooding of the tissues 
which have been damaged and whose function of 
fluid interchange is presumably already disturbed. 
The administration of fluid during the next twenty- 
four hours is determined by the urinary output 
during the first twenty-four hours. An output of 
500 to 600 cc. is desirable. Generally, during the 
second period of twenty-four hours, from 1,200 to 
2,000 cc. are required, depending on the tempera- 
ture of the room, the rate of respiration, and so 
forth. Five hundred cubic centimenters of this 
amount should be in the form of physiologic saline 
solution; this amount provides about 4 Gm. of salt. 
If renal function is adequate this quantity of salt 
will be sufficient to prevent depletion of electrolytes. 
If the patient is still unconscious and unable to 
swallow on the third day a Levin tube is inserted. 
During the first six to eight hours, 1 ounce (about 
30 cc.) of water is given each hour in order to ac- 
custom the inactive gastrointestinal tract to the in- 
gestion of food. After this period, use of a standard 
formula, designed for feeding by stomach tube, is 
instituted. This formula, made up of egg yolk, evap- 
orated milk, skimmed milk, and vitamin supple- 
ments, has an energy content of | calorie per cubic 
centimeter. From 1,500 to 2,000 cc. is administered 
every twenty-four hours. This quantity provides 
about 100 Gm. of protein and 4 Gm. of salt. 

Dehydration Regimen. Although edema of the 
injured brain probably begins to develop shortly 
after injury, manifestations owing to increased in- 
tracranial pressure do not reach their maximum un- 
til thirty-six to seventy-two hours after trauma. The 
usual signs of edema resulting from increased intra- 
cranial pressure are lowered pulse rate, increased or 
irregular respirations, and deepening coma. Fundu- 
scopic examination may reveal evidence of early 
choking of the disks. If these signs are present soon 
after injury, intracranial hemorrhage is the prob- 
able cause. 

It has already been stated that the patient is kept 
slightly dehydrated during the first three days after 
his injury as a prophylaxis against cerebral edema. 
If this condition develops in spite of prophylactic 
measures, definite dehydration procedures are in- 
stituted. The simplest and least expensive measure, 


and one which is effective, is the use of Phospho- 
Soda in a dose of 3 to 5 drams or magnesium sulfate 
by mouth or, if the patient cannot swallow, by stom- 
ach tube. An enema of magnesium sulfate is like- 
wise quite effective. If more rapid dehydration is in- 
dicated, 80 cc. of serum albumin is administered 
intravenously every three to six hours as needed. 
Although this substance is eminently effective, it 
has the disadvantage of being expensive. A less ef- 
fective substance, but one that is not so costly, is a 
50 per cent solution of sucrose in doses of 75 cc. 
administered intravenously at six-hour intervals. 
This substance should not be used more than three 
times successively, because it is an irritant to the 
renal glomeruli and tubules. 

Spinal Drainage. If the aforementioned measures 
do not produce acceptable results, spinal puncture 
and drainage should be considered. Here again, 
opinion is divided. Some authors contend that in- 
creased intracranial pressure and cerebral edema 
can be successfully controlled in the majority of 
cases by repeated spinal taps. Other workers, how- 
ever, deny the beneficial effects of this procedure 
and warn against its potential dangers, the chief 
of which is herniation of the temporal lobe through 
the tentorium, or of the cerebellar tonsils and me- 
dulla through the foramen magnum. 

It seems to us that in certain selected cases, when 
every other recourse has failed to benefit the patient 
whose condition is precarious, drainage of spinal 
fluid in judicious amounts is justified. Manometric 


_ studies are carried out and the pressure is reduced 
* accordingly. Thus, if the initial pressure is 80 cm. 


of spinal fluid, it is reduced to about 50 cm. This 
procedure is repeated in several hours and another 
similar reduction is made. Jugular compression 
should not be carried out. In the first place, this 
procedure does not contribute any useable informa- 
tion, and in the second place, it is potentially dan- 
gerous in that it increases an already excessive intra- 
cranial pressure. Therapeutic spinal tap should not 
be used routinely or injudiciously. It is best em- 
ployed early in the development of increased intra- 
cranial pressure. 

Electrolyte Balance. When dehydration measures 
have been employed for more than twenty-four 
hours, the physician may well wonder as to the 
state of hydration and electrolyte balance of his pa- 
tient. Unless the patient has vomited considerably, 
or unless there has been excessive loss of fluid by 
perspiration, we have found that such a dehydra- 
tion program does not result in depletion of salt. It 
seems that the metabolic reactions of the body and 
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the salt-preservation functions of the kidney pre- 
vent serious loss of salt. The carbon dioxide combin- 
ing power of the blood should be checked after 
thirty-six to forty-eight hours of dehydration. If the 
carbon dioxide combining power of the blood is ap- 
preciably lowered, 500 cc. of a 5 per cent solution 
of sodium bicarbonate can be administered intra- 
venously and the combining power determined 
again in twenty-four hours. An equal amount of a 
sixth molar solution of sodium lactate can be used 
in place of sodium bicarbonate. 


Late Surgical Intervention 


We have now brought our patient up to his sixth 
or seventh day of hospitalization and by this time 
the issue of surgical intervention is settled, one way 
or another, for the majority of patients. As soon as 
the patient is able, he should be made ambulatory. 
If, on the other hand, the patient is still uncon- 
scious, his neurologic status must be carefully as- 
sessed at frequent intervals, and funduscopic exam- 
ination must be done to detect signs of early in- 
creased intracranial pressure. For such patients, the 
probability that a subdural hematoma or intra- 
cerebral clot is present is high. 

If there is the least doubt regarding these possibil- 
ities, exploratory trephination or air studies should 
be seriously considered. 

Some patients regain consciousness eventually, 
but remain confused for a longer period than one 
would expect. These patients also should undergo 


exploratory trephine openings or air studies because 
the confusion often is due to a subdural hematoma. 


Late Complications 


When the patient finally does recover and leaves 
the hospital, he should be observed at frequent in- 
tervals. Late complications of head injury are as 
follows: (1) subdural hematoma, (2) brain ab- 
scess, (3) convulsions, and (4) neurosis and psy- 
chosis. 

Subdural hematoma may not manifest itself for 
months or even a year or more after injury to the 
head. 

Brain abscesses must be anticipated in those cases 
in which concomitant fractures of a paranasal sinus 
have occurred, and in cases in which foreign ma- 
terial has been driven into the brain tissue. Brain 
abscess may not manifest itself for some months 
after injury. 

Convulsions eventually appear in about 5 per cent 
of the patients suffering injury to the head. In cer- 
tain cases surgical removal of the causative brain 
scar tissue alleviates the convulsive disorder. 

Neurosis or psychosis which develops after in- 
jury to the head constitutes a most difficult prob- 
lem. Thorough examination of the patient, electro- 
encephalographic study, reassurance, and, at times, 
psychiatric help are necessary in these cases. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


CANCER OF THE STOMACH 


Atrxoucu the five-year salvage of patients treated for gastric cancer has been improved during 
recent years and although mortality rate for subtotal or even total gastrectomy has been greatly re- 


duced, McNeer and co-workers believe that there is still great room for improvement (Ann. Surg., 
134:2, 1951). After a critical evaluation of the results of subtotal gastrectomy for the cure of 
cancer of the stomach, they conclude that the kind of operation commonly used in the past may 
have denied the chance for cure to about half the operative survivors because of the development 
of local recurrences of the disease. They believe that total gastrectomy would seem to be the most 
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The Present Status of .. . 


Chronic Constrictive Pericarditis 


Cuinica progress in connection with chronic con- 
strictive pericarditis has recently been reviewed by 
P. D. White (Circulation, 4:288, 1951). He be- 
lieves that this uncommon disease will become rarer 
as the incidence of tuberculosis declines. He shares 
the opinion of many that the tubercle bacillus is the 
causative agent, although it is impossible in most 
cases to identify the etiology at operation or autopsy. 
The active stage of tuberculous pericarditis may be 
readily overlooked. Malaise and slight fever may be 
the only symptoms. This is quite different from 
acute pericarditis of other cause. Other causes for 
constrictive pericarditis are rare. Rheumatic fever, 
although frequently accompanied by pericarditis 
when there is pancarditis, does not result in chronic 
constrictive pericarditis. 

In the usual case, the pericardial sac is obliterated, 
and both layers of the pericardium are involved 
about equally. The fibrosed pericardium varies in 
thickness up to 0.5 cm. or more. Also, the distribu- 
tion of the lesion over the heart and great vessels 
varies, and some of the pericardium is often rather 
thin and nonconstricting. In some instances the 
constricting effect is localized, or at least more severe 
in a particular area. When this is the case at the 
left auriculoventricular groove, there is a mechanical 
obstruction resembling mitral stenosis. At times the 
constricting effect in the interventricular groove 
causes interference with coronary blood flow. Calci- 
fication of the pericardium is found in about one- 
third of the cases. Subpericardial myocarditis is 
usually present, and there is an atonic state of myo- 
cardium. Although the size of the heart varies 
greatly, it is more common to find some cardiac 
enlargement. In addition, there may be evidence of 
chronic pleuritis or even chronic fibrous peritonitis 
—such concomitant lesions indicating the primary 
occurrence of polyserositis. 

The pathologic physiology of chronic constrictive 
pericarditis is easily understood on the basis of the 
pathologic changes enumerated. The difficulty con- 
sists mainly in the inability of the heart to assume 
its proper size in diastole and to contract properly 
in systole. Blood cannot enter the heart properly and 
is backed up in the great veins. There is also an 
insufficient output of blood, causing a certain amount 
of forward failure. 

There are very few symptoms of chronic con- 
strictive pericarditis. Dyspnea can occur if the left 
heart chambers are mainly affected. More commonly 
the liver enlarges and the abdomen increases in size, 


causing some discomfort. On the other hand, the 
physical signs of the disease are prominent. The pos- 
sibility of chronic constrictive pericarditis should al- 
ways come to mind when the neck veins are found 
to be full and the liver enlarged, in the absence of 
clear-cut evidence that one of the ordinary types 
of heart disease is present. The finding of ascites 
makes the diagnosis even more likely. Important 
cardiac murmurs are invariably lacking. The lungs 
are generally clear. About a third of the cases show 
some type of auricular arrhythmia (fibrillation, flut- 
ter). The arterial blood pressure tends to be low, 
with a small pulse pressure. The venous blood pres- 
sure, on the other hand, is very much elevated, fre- 
quently exceeding 200 mm. of water. Paradoxical 
pulse may be noticed. On fluoroscopic study the 
magnitude of cardiac pulsation is decreased, some- 
times over one part of the heart more than another. 
In about a third of the cases, bands of calcium can 
be seen in the pericardium, better in the oblique 
than in the anteroposterior view. The electrocardio- 
gram shows a fairly distinct pattern for pericardial 
disease, with lowering of voltage. 

The course of this disease varies greatly. In the 
average case the disease continues for ten to twenty 
years unless some serious complication occurs to 
shorten life, or unless a cure is effected by surgical 
intervention. Patients have been known to live to 
old age in spite of having chronic constrictive peri- 
carditis for many years. 

Medical treatment is important in all cases. The 
use of mercurial diuretics and a restricted sodium 
intake will keep some patients reasonably comfort- 
able without surgery. But the majority of patients 
are still in need of and are benefited by pericardial 
resection. Tachycardia due to auricular flutter or to 
auricular fibrillation is controlled by digitalization. 
Before surgery is attempted, it is best to measure the 
pulmonary blood pressure by means of cardiac cathe- 
terization. When the pulmonary blood pressure is 
abnormally high, one may assume that there is con- 
siderable constriction of the left auricle and ven- 
tricle. Under these circumstances, it is advisable for 
the surgeon to decorticate the posterior part of the 
heart before approaching the more readily accessible 
anterior part. 

In most cases decortication of both ventricles has 
been found advisable. The results of such surgical 
removal of the constricting pericardium are satisfac- 
tory, good, or excellent in approximately 60 per cent 
of the cases. 
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Aualyzing Psychosomatic Relutionships 


BY IAN STEVENSON, M.D. 


Louisiana State University, New Orleans 


Systematic analysis of the patient’s symptoms will usually enable the physician to assay 


the part played by emotional influences in the pathogenesis of the symptoms. Detection and 


treatment of such emotional components may mean the difference between independence and 


invalidism for the patient. Occasionally, a trial of psychotherapy is the only method for 


evaluation of the importance of psychic factors in the symptomatology of organic disease. 


A previous article outlined the collection of basic 
data necessary for the evaluation of both psychic 
and physical functioning in any patient. The pres- 
ent article offers a method for the systematic evalu- 
tion of these data by a simple process of elimina- 
tion which may be rapidly applied in every case. 
(An outline is given schematically in the table on 
the following page.) 

As mentioned in the preceding article, and as 
shown in Table 1, illnesses may be placed in five 
categories with respect to the presence or absence of 
psychic and physical disturbances. 

Eliminate Purely Physical Disturbances. Let us 
consider and eliminate first the least common of 
the five possibilities. If the history and examinations 
have shown no evidence of psychic disturbance 
whatever, the illness can be placed immediately in 
Category A and is approached solely with regard for 
the physical state. Such illnesses are infrequent, and 
in most instances a further process of elimination is 
necessary. 

Eliminate Purely Psychic Disturbances: the Func- 
tional Psychoses and Certain Psychoneuroses. Next 


let us consider the possibilities when there is evi- 
dently a psychic disturbance, but we find no physi- 
cal disturbance or only a negligible one quite in- 
sufficient to account for the symptoms. We know 
then that we are dealing with some member of the 
large group of functional psychiatric disturbances, 
which include the functional psychoses and certain 
psychoneuroses, such as the obsessive-compulsive 
states, phobias, character disorders, and hypochon- 
driasis. When the exclusion of physical disturbances 
has placed the patient in this category, further di- 
agnostic evaluation depends upon the detection of 
the positive characteristics of each of the conditions 
named. 

Obsessive-compulsive states and phobias are eas- 
ily identified by the patient’s complaints. Character 
disorders are disturbances of behavior toward other 
people, in which the patient is unaware or unmind- 
ful of the effect of his behavior on others. Accord- 
ingly he does not suffer from inner conflicts or 
psychic tension. He rarely comes for medical help 
unless there is a break in his system of psychologic 
defenses, with resultant suffering for himself. In 
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SCHEME FOR THE ANALYSIS OF PSYCHOSOMATIC RELATIONSHIPS 


From the history and examinations, the presence or absence of disturbances in the physical and psychic planes are determined. 
The patient may then be placed in one of the following groups. Further eliminations may then be made from the positive 
features of the different disorders. 


PHYSICAL 
DISTURBANCE 


PSYCHIC 
DISTURBANCE 


GENERAL 
GROUP 


EXAMPLES 


POSITIVE DIAGNOSTIC FEATURES 
AND CLUES 


A. Purely 
physical 
disorders 


B. Purely 


psychic 
disorders 


Psychic 
disturbances 
secondary to 
damage to 
the central 
nervous 
system 


Poliomyelitis with residual pa- 
ralyses but psychologic adjust- 
ment to the disability 


rei 


eer 
Depressions 


Mania 


Schizophrenia 


Some psychoneuroses 
Phobias 


Ob 


Slowness of movements and speech; depressed 
mood with self-accusatory ideas; insomnia and 
depression of visceral function. 


Increased speed of movements and speech; 
elated mood; self-inflating ideas; apparently 
limitless energy; poor judgment. 


Hypochondriacal symptoms (see under hypo- 
chondriasis below) withdrawal of interest from 
former activities; 
self and others; inappropriateness of emotions 
to ideas. Incoherent speech and illogical think- 
ing. 


Extreme, irrational fear of certain places or 
situations. 


ve Pp ve states Repetiti th hts or acti 


of feeli toward 


which the pa- 


Hypochondriasis 


Character disorders 
(Psychopathic personality) 


Organic and toxic psychoses 


Brain tumors 

Paresis 

Encephalitis 
Barbiturate intoxication 
Bromide intoxication 
Alcoholic intoxication 
Hyperthyroidism 
Myxedema 

Cerebral arteriosclerosis 
Senile psychosis 
Hypoglycemia 
Psychomotor epilepsy 


(Continued on following paye) 


tient cannot prevent. 
No physical mechanism of symptoms. Symp- ‘ 


toms in many systems. Description of symptoms 


ance or exp 


cepted. 


not resembling those of symptoms with physical 
changes; bizarreness. Impossibility of reassur- 
lanation of sympt being ac- ‘ 


Symptoms used to promote relationships with 
other people. 


Antisocial, egotistic behavior with injury to 
others but usually without psychic suffering to 
the patient. 


Steady, unfluctuating progression rather in- 
dependent of psychic stresses. If episodic 
attacks occur, they have sudden onset and 
offset, usually unrelated to psychic stresses. 
Evidence of perceptual and intellectual de- 
ficiency, e.g., impairment of memory and 


concentration, disorientation, confusion. 
Emotional lability and loss of emotional 
control. e 


Change in behavior in direction of less self- 

respect and less consideration for others. 

Neurologic signs of damage to central 

nervous system. e 
Evidence of specific etiologic factor, e.g., 

bromide elevated in blood. 
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PHYSICAL PSYCHIC GENERAL POSITIVE DIAGNOSTIC FEATURES 
DISTURBANCE DISTURBANCE GROUP EXAMPLES AND CLUES 


+ . Psychic 


The anxiety is relatively mild and proportion- 


disturbances ate to the real threat of the physical illness 
reactive to to life, health, and independence. The anxiety 
physical fluctuates with the patient's knowledge of 
illness changes in his condition, not necessarily with 

the condition itself. 

+ + E. Physical 

disturbances 
accompanying 
psychic 

disturbances 


Some psychoneuroses 
Anxiety state Episodic attacks related to psychic stress. 
Occurrence simultaneously of physical 
changes and symptoms found in anxiety, 
e.g., tachycardia, hyperpnea, muscle tension, 
dry mouth, etc. Some symptoms may be de- 

nied or ignored. 


Hysteria Also episodic usually and related to psychic 
stress. 
Symptoms in accordance with belief of po- 
tient and not consistent with structure 
of lower portion of central nervous system. 
Physical examination not in keeping with 
usual syndromes arising from organic dis- 
ease of nervous system; e.g., reflexes re- 
tained in paralyses. 
Psychosomatic disorders 
a) Psychic disturbances of Symptoms and syndromes with well-estab- 
primary etiologic impor- lished psychosomatic correlations, e.g., 
tance; e.g., asthma, ulcer-| asthma. 
ative colitis, peptic ulcer,| Correlation of symptoms and psychic dis- 


etc. turbances by means of 
b) Psychic disturbances pre- 1) history of illness 
cipitating attacks of dis- 2) observation of course of illness. 
§ turbance in organically 3) observation of influence of changes in 
damaged organs; e.g., psychic state on symptoms. 
ee angina pectoris, biliary 4) observation of patient’s response to 
Be colic. empirical trial of psychotherapy. 


~~ 


¢) Psychic disturbances 

leading to trauma to the 
body or neglect of it; 
e.g., multiple fractures, 


alcoholism, obesity. 


that event he may have the symptoms of a psycho- movements are slow and laborious. There is difh- 
neurosis or psychosis. culty in thinking and impairment of memory. There 

Excluding these three conditions leaves for con- _is usually insomnia, with a tendency to awaken 
sideration the residue of this group, composed of __ early in the morning at which time the patient feels 


the affective psychoses and schizophrenia. worse than he does later in the day. He may feel 

, tolerably comfortable in the evening and go off to 

sleep easily, only to awaken early the next morn- 

Saprecsion and Mente ing. Visceral function is depressed, and there is con- 

e . The affective psychoses are those in which the __ stipation and a loss of appetite and sexual potency. 


primary disturbance is one of mood. In this group The mood is depressed, with the degree of aware- 
are included manic-depressive psychoses and other _ ness of this varying from a slight sadness to a feel- 
depressive states. In the depressed phase, the patient | ing of abject hopelessness. Verbal productions are 
shows a general slowing of function. Speech and usually self-depreciatory and guilt-laden. Suicide 
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may be mentioned, and such references should al- 
ways be heeded. If anxiety is also present, there 
may be great restlessness and agitation. Sometimes 
frank delusions, especially about the sinfulness of 
the patient or the rottenness or destruction of his 
body, are present. The ideas expressed and the 
mood shown are in harmony. 

If the patient's disturbance of mood is in the 
other direction, various degrees of hypomania and 
mania are observed. There is an increase in the rate 
and amount of speech and movement. There is an 
elated mood with an ignorance or neglect of all 
obstacles, and a truculent suppression of any op- 
position to instantaneous gratification of wishes. 
Tireless energy is shown as may be also impairment 
of judgment, leading to rash and disastrous invest- 
ments or other calamities. 

The manic phase is hardly likely to be over- 
looked, but mild and even severe depressions are 
frequently misdiagnosed. This is probably because 
physical complaints form the principal symptomatic 
offerings of the patients who are often ashamed to 
confess any sense of dejection or defeat. If the 
physician does not carry out a psychic examination, 
energy may be consumed in the prolonged and 
futile investigation of such symptoms as constipa- 
tion and impotence. 


Hypochondriasis and Early Schizophrenia 


The patient with early schizophrenia frequently 
comes to the general physician with complaints 
about his body, and these are usually hypochon- 
driacal, by which is meant that they are not pro- 
duced by a disturbance of function. They are solely 
of psychic origin. Some schizophrenic patients do 
have physiologic changes, especially if there is some 
associated anxiety or depression. However, in the 
majority, the history and physical examination re- 
veal no significant physiologic disturbances. A sec- 
ond characteristic of hypochondriacal symptoms is 
that the patient complains of many symptoms in dif- 
ferent systems, perhaps in every system of the body. 
No known syndrome could possibly account for all 
the symptoms. A third feature is the bizarre quality 
of the complaints. The descriptions do not resemble 
the usual descriptions of patients with physiologic 
changes. Such phrases as “my heart feels like it’s 
bursting,” “my stomach seems to be missing,” and 
“my head seems numb on the inside,” are heard 
frequently from these patients. This feature is due 
to the symbolic meaning of the symptoms and or- 
gans selected by the patient. A fourth character- 


istic of hypochondriacal symptoms is the impossi- 
bility of discussing alternative explanations of the 
symptoms or of offering acceptable reassurance to 
the patient. This is because the symptoms serve a 
psychic purpose, and they remain rigidly fixed until 
that psychic purpose is modified. In addition to the 
specific symbolic significance of the individual 
symptoms and organs selected, the occurrence of 
these preoccupations with the body is a manifes- 


‘tation of the general withdrawal of interest from 


the outside world and the centering of it upon the 
self which is characteristic of the schizophrenic pa- 
tient. 

Although this narcissism is observed in its most 
extreme degree among schizophrenics, such focus- 
sing of interest upon the body is also found among 
patients with other psychic illnesses, especially the 
psychoneuroses. To some of these patients whose 
chief symptoms are the hypochondriacal ones the 
term hypochondriasis is applied, but it is perhaps 
more accurate to speak of psychoneurosis with hy- 
pochondriacal symptoms, since these symptoms are 
rarely the only ones. The characteristics of hypo- 
chondriacal symptoms mentioned above are also 
found among psychoneurotic patients. In addition 
there is a fifth noteworthy feature found in the 
psychoneurotic patients. The symptoms provide the 
patient with an important and sometimes the only 
means of establishing relationships with other 
people. They provide a socially acceptable illness 
in connection with which the attention and sym- 
pathy of doctors and friends reaches the patient. 
This is a further reason for the tenacity with which 
such symptoms are retained despite therapy directed 
at their supposed mechanisms. 

Hypochondriacal symptoms are found transiently 
in many persons who are exposed to unfamiliar ill- 
nesses for the first time. They are, for example, well 
known in medical students and in the relatives of 
persons who are sick with unusual illnesses. Such 
symptoms arise from a heightened suggestibility and 
do not have the more unfavorable prognostic import 
of hypochondriacal symptoms which are continued 
or repeated over many years and which reveal a 
morbid absorption in the self. 

In the study and treatment of patients with hy- 
pochondriacal symptoms, it is important to avoid 
the error of thinking that, because some of the 
symptoms have no physical basis, none have. The 
patient should always be carefully examined, even 
when his complaints are unusually bizarre or de- 
lusional. It is equally important to avoid the idea 
that hypochondriacal persons are in some manner 
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faking and that their symptoms are not genuiné. 
Hypochondriacal symptoms are definite signs of 
illness, not of the body as the patient believes, but 
of the mind. If this is remembered, the physician 
will be less likely to be irritated by the large num- 
ber of these complaints to which he must listen. 


Other Signs of Early Schizophrenia 
In addition to the hypochondriacal symptoms, 


there are two other noteworthy features of early 
schizophrenia. These are a loss of interest in ac- 
tivities which were formerly interesting and excit- 
ing, and a change in feelings and behavior toward 
persons close to the patient. For example, the on- 
set in one patient occurred after he failed to pass 
an examination for promotion at his work. He lost 
interest in his job and stayed home. He developed 
a number of physical complaints, although there 
was no evidence of physical illness. Then he was 
fired from his job, and instead of looking for an- 
other, he sat around the house all day and withdrew 
from his usual social activities. Another patient’s 
illness began with her leaving her husband and re- 
turning to her mother’s home. There she did not 
participate in the housework and said she had no 
feelings of any kind any more for her mother. Pa- 
tients with early schizophrenia also have feelings 
of unreality and doubts about their identities. Be- 
cause of the withdrawal from emotional contact 
with the environment, the emotional responses 
seem dull or flat. The patients appear distant and 
out of touch with the interviewer, as though the 
conversation were being conducted over a long- 
distance telephone connection. 

In the further development of schizophrenia 
there may be frankly delusional ideas (usually para- 
noid) and hallucinations, perhaps leading to bizarre 
and antisocial behavior. Sometimes the delusions 
and hallucinations are not openly expressed. The 
physician should also watch for one of the principal 
signs of schizophrenia, the disaccordance of words 
and emotions. Thus the patient may chuckle, as if 
at some inner joke, while telling us about the death 
of a friend. There may also be incoherent speech 
resulting from illogical thought processes. These 
symptoms occur in the schizophrenic against a 
background of correct orientation and little or no 
confusion, in contrast to the confusion and dis- 
orientation so common in organic psychoses. 

Now let us consider the possibilities when we 
find evidence of disturbances in both physical and 
psychic planes. 
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Toxic and Organic Psychoses 


We should first consider, and if possible elimi- 
nate, physical disturbances of the central nervous 
system which may produce psychic disturbances, 
often psychoses. 

In connection with this group, it may be said in 
the first place that illnesses which are primarily 
physical progress temporally along a rather fixed 
path. They do not show the wide fluctuations found 
in disturbances which are primarily psychic and 
hence influenced by fluctuations in interpersonal re- 
lationships. They proceed rather steadily to recovery 
or to decline unless there is some therapeutic in- 
tervention. Such is the course of diseases like brain 
tumors, paresis, encephalitis, pellagra, bromidism, 
and myxedema, to name only a few of the meta- 
bolic or organic diseases which affect psychic func- 
tion. 

Secondly, when the symptoms of these illnesses 
are periodic rather than constant, the onset of the 
symptoms is usually abrupt and unrelated to psychic 
stresses. Illustrations of this characteristic are pro- 
vided by psychomotor epilepsy and hypoglycemic 
attacks. 

Thirdly, the toxic and organic psychoses almost 
invariably present a triad of symptoms which are 
characteristic. These are 1) a loss of perceptual and 
intellectual keenness which may consist only of 
mild impairment of memory and of concentration, 
or may be a state of gross confusion and disorienta- 
tion; 2) an emotional lability, with over-reactivity 
to psychic stimuli, the patient appearing to have 
largely or entirely “lost control” of his emotions; 3) 
a change in behavior which may range from slight 
personal untidiness to grossly antisocial acts. 

The occurrence of this triad should lead to a de- 
tailed neurologic examination with the aim of de- 
tecting evidence of damage to the central nervous 
system, and an intensive search for evidence of one 
of the specific causes of organic brain disease. The 
diagnosis may be confirmed when treatment di- 
rected at this etiologic agent results in improve- 
ment in the psychic and physical disturbances. 

When the physician can be sure that there is no 
physical disturbance of the cerebrum, the problem 
becomes somewhat narrowed. He then knows that 
there are both psychic and physical disturbances 
and that the psychic disturbances do not arise from 
any physical interferences with cerebral function. 
It remains therefore, to decide whether the psychic 
disturbance is merely a reaction to the presence of 
an otherwise independent physical illness, or 
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whether it is itself etiologically important in the 
origin and course of the physical illness. 

Psychic Disturbances Reactive to Physical Ill- 
ness. When anxiety is entirely or mostly a reaction 
to physical illness, it will be proportionate to the 
threat which that illness poses to the life, well- 
being, and independence of the patient. Further- 
more, it will fluctuate with the patient's idea of 
changes in his condition more than with the con- 
dition itself. It may, for example, be more intensi- 
fied after the doctor’s visit than after an exacerba- 
tion of physical symptoms. 

The importance of distinguishing anxiety as a 
reaction to illness from other types of anxiety lies in 
the difference in therapeutic approaches. In the 
rarer examples of anxiety which are entirely reactive, 
therapy will be focused mainly on the physical ill- 
ness. On the other hand, when it can be shown 
that the physical symptoms arise during a psychic 
disturbance, therapy, if it is to be effective, must be 
aimed at relieving the psychic disturbance. In estab- 
lishing the etiologic relationship of psychic disturb- 
ances and physical illnesses, a number of clues are 


helpful. 


Known Psychosomatic Disorders 


In a large number of syndromes the association 
of symptoms with psychic disturbances has been 
observed so consistently that, where one is found, 
the other may be assumed. When we think of pel- 
lagra we think of vitamin-B deficiency, and when 
we think of asthma we should think of emotional 
difficulties. A classification of established psycho- 
somatic disorders would include the following: 


A. PSYCHONEUROSES 
Anxiety state 
Hysteria 


B. “PSYCHOSOMATIC” DISORDERS 
Bronchial asthma 


Hay fever 


Peptic ulcer 


Hyperthyroidism 
Mucous colitis 


Ulcerative colitis 


Urticaria and many dermatoses 


Cardiac arrhythmias 


Migraine and tension headaches 


Hypertension 

Diabetes mellitus 
Cardiospasm 
Rheumatoid arthritis 
Vomiting of pregnancy 
Enuresis 


C. PHYSICAL DISTURBANCES SECONDARY TO PSYCHIC DIS- 
TURBANCES, LEADING TO TRAUMA OR NEGLECT OF THE 
BODY 

Multiple fractures 

Obesity 

Anerexia nervosa 

Dietary deficiencies, secondary anemias, etc., arising from 
food faddism 

Alcoholism 

Drug addiction 


It is not claimed that the listed psychosomatic dis- 
orders result solely from psychic disturbances, but it 
is no longer questioned that such disturbances are 
of primary importance in the etiology of these con- 
ditions. 

In addition to the above diseases, there are a num- 
ber of others in which the etiology is less closely 
connected with psychic disturbances but in which 
the course may be profoundly altered by such dis- 
turbances. Such a further list would include the 
following: 

D. OTHER DISEASES 
Raynaud’s disease 
Angina pectoris 
Cardiac failure 
Epilepsy 
Sinusitis 
Glaucoma 


Dysmenorrhea 


Exacerbations of these diseases may be precipi- 
tated by psychic stress. There are still other dis- 
eases in which the psychic state is known often to 
influence the outcome, but about which we have 
few accurate data. Tuberculosis is an example in 
this group, but the statement might be made of 
any disease. 

The majority of the disorders listed above are 
well-defined entities, and no further remarks about 
their diagnosis need be made here. However, some 
additional words concerning anxiety states and 
hysteria may be given. 


The Anxiety State 


The psychic and physical manifestations of anxi- 
ety are probably the commonest symptoms observed 
by physicians. They are experienced at some time 
by everyone. The feeling of apprehension and the 
physical changes accompanying anxiety are sim- 
ilar to those of fear. The physical changes prepare 
the body for struggle or for flight from a threaten- 
ing danger. It is customary and useful to distin- 
guish fear, in which there is an immediate and 
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real physical danger, and anxiety, in which the im- 
mediate danger is to the security of relationships 
with other persons. The feelings in mind and body, 
as if real physical danger were impending, arise 
from the ultimate dependence of our physical well- 
being upon the good will of other people. This de- 
pendence is not so obvious in civilized adults as it 
is among infants and among primitive races, but 
through a long process of conditioning, threats to 
the security of relationships with other people have 
come to evoke responses similar to those produced 
by physical danger. 

Patients with anxiety are often unaware or only 
vaguely aware of what they fear. This is usually 
discovered gradually during an exploration of the 
patient’s psychologic state rather than from direct 
questioning. 

In most instances the physical disturbances at- 
tending anxiety bring the patient to the doctor. 
The symptoms characteristically come in episodes 
which arise during some threat to the patient’s sense 
of security. Such a threat usually arises when he is 
with other people, but his own thoughts and 
dreams may be so full of anxiety that he may have 
attacks also when he is alone. The patient's state- 
ment that “they come on at any time” is usually 
an expression of his inability to observe himself and 
his relations to others. In many cases anxiety be- 
comes chronic, and the symptoms are then continu- 
ous or almost so. 

The characteristic physical manifestations of 
anxiety are tachycardia and increased cardiac out- 
put; tachypnea; increased muscular tension; in- 
creased sweating, especially of the face and hands; 
decreased salivation; decreased gastrointestinal ac- 
tivity, sometimes with nausea; and increased urinary 
frequency. Other physiologic changes, such as dila- 
tation of the pupils, occur but do not form the basis 
of complaints. The complaints offered by the pa- 
tients vary widely, according to individual factors. 
One symptom, such as palpitation, dyspnea, anor- 
exia, or headache due to muscle tension, may be 
singled out for special mention. It is important to 
allow the patient an opportunity to discuss all his 
symptoms, without offering him leading questions. 
Secondary symptoms arising from the primary phy- 
siologic changes may be noted. Thus, marked hy- 
perventilation occurring during anxiety may give 
rise to alkalosis, with tingling sensations in the 
extremities and around the lips and even tetanic 
spasms. The patient may complain of these sec- 
ondary symptoms and be unaware of the hyperven- 
tilation. During anxiety the efficiency of all psychic 
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and physical function is reduced, so that there are 
frequently complaints of intolerance to exercise, 
fatigue, impotence, difficulty in concentrating, and 
so on. Furthermore, the physiologic changes of 
anxiety will interfere more with the function of an 
organ already damaged by other disease, and the 
principal complaint may be related to this organ. 
For example, the patient with coronary sclerosis 
may have attacks of angina precipitated by anxiety. 
The changes described above are those commonly 
found with severe acute anxiety which is accom- 
panied by overt apprehension. In many persons, 
however, emotional states occur which, though not 
so clear-cut or extreme, are nevertheless important. 
They consist rather of a low-grade tension resulting 
from conflicts in life, with components of anxiety 
mixed with resentment, depression, or guilt. This 
tension is also accompanied by physiologic changes 
which are different from those of more severe and 
“pure” anxiety. These physiologic changes, which 
vary in different persons and with different emo- 
tional states, form the basis for the psychosomatic 
disorders listed in the second group (B) above. 


Hysteria 


The psychosomatic disorders listed above, includ- 
ing anxiety, are all physical concomitants of emo- 
tional disturbances. They are mediated through the 
autonomic nervous system and the endocrine glands. 
Hysteria contrasts with them in being not an ac- 
companiment of an emotional state, but a symbolic 
expression through the central nervous system of an 
impulse or an idea which cannot be expressed in 
words or action or even in conscious thoughts. The 
symptom may express a wish, as in the sexual move- 
ments of the hysterical convulsion; or it may at the 
same time express, deny, and prevent a wish, as 
when a hysterically paralyzed hand is unable to 
strike someone toward whom angry impulses are 
felt. Wishes and fears may both be expressed in 
the hysterical symptoms seen after accidents. The 
symptom takes its form from the belief of the pa- 
tient and is not governed by the organization of 
the nervous system. Paralyses and anesthesias 
(which form the commonest symptoms) are de- 
marcated without relation to the anatomy of the 
nerves or nervous system. Because there is no dam- 
age to lower levels of the nervous system, the re- 
flexes are retained in hysterical paralyses. The di- 
agnosis must often be made from the recognition 
of the incompatibility of the symptoms with the 
known effects of damage to the central nervous sys- 


Ev 


tem. Often observed, but of little help in diagnosis, 
are features of the so-called hysterical personality, 
namely a ready but superficial friendliness, co- 
quetry, and inc.eased suggestibility. As long as the 
patient retains his symptom, he is usually free of 
anxiety because the symptom protects him by ex- 
pressing his forbidden wish symbolically and un- 


consciously. 


Clarifying Psychosomatic Relationships 


But suppose we have recognized the occurrence 
of one of the disease patterns mentioned above. We 
must still elucidate the relationships between emo- 
tional and physical states in our particular patient. 

Or suppose that our patient does not “fit” into 
one of the well-known clinical syndromes listed 
above. Perhaps he complains of various mild and 
fluctuating symptoms like backache, insomnia, and 
loss of appetite; or constipation and burning on uri- 
nation. If he shows signs of a psychic disturbance, 
the relation of this to the symptoms must still be 
demonstrated before we can select our therapy. To 
clarify the psychosomatic relationships and confirm 
our diagnosis, we must use further clues. 

Note the Occurrence of Symptoms Dispropor- 
tionate to the Known Structural Changes. In most 
patients it is not difficult to find some kind of physi- 
cal defect. It may be a cystocele or some gallstones 
or obesity. Physicians should be cautious about at- 
tributing symptoms to such structural abnormalities 
unless there is a reasonable connection between 
the type and severity of the symptoms and the ob- 
served defect. When a discrepancy is found, the 
symptoms result either from some other undiscov- 
ered physical defect or from functional disturb- 
ances accompanying some life stress and psychic 
disturbance. Physicians have been particularly sus- 
ceptible to this error in the management of cardio- 
vascular disorders. A great many symptoms are 
loosely attributed to hypertension or valvular leaks 
or “weak heart,” when in fact such symptoms arise 
from functional changes during anxiety. Unfortu- 
nately patients are often eager to seize upon a physi- 
cal explanation for their symptoms. If a woman be- 
lieves fatigue is due to “low thyroid,” she is ab- 
solved of a responsibility which she must face, if 
it can be shown that her fatigue is connected with 
her attitude toward her work. 

To avoid the error of not detecting disproportions 
between symptoms and structural defects, the 
physician must have a thorough knowledge of the 
mechanisms of symptoms. He should be generally 


familiar with the usual quality and degree of symp- 
toms accompanying the common structural abnor- 
malities of the body. In addition he should be fa- 
miliar with the common physical changes accom- 
panying emotional disturbances. These have now 
been directly observed and measured in every sys- 
tem of the body. 

Correlate the History of Symptoms and Stressful 
Life Situations. Another clue is provided by a careful 
study of the history of the present illness. If we list 
chronologically, side by side, all the significant 
stressful events of the patient's life and each recur- 
rence of his symptoms, we find that they match 
closely, when psychic factors are of primary impor- 
tance. Frequently the patient himself can furnish 
this correlation if we let him do so. A typical cor- 
relation of this sort in a patient with paroxysmal 
auricular tachycardia is shown in Figure 1. 

Correlate the Occurrence of Symptoms with Cur- 
rent Life Stresses. Frequently a correlation between 
life stresses and the occurrence of symptoms may 
be unknown to the patient. The memory of feel- 
ings that have attended the events of his life may 
be repressed; or the illness may be of such short 
duration that a pattern of remissions and exacerba- 
tions has not had time to unfold. In these instances, 
much may still be learned from observations of the 
patient at weekly intervals, with careful correla- 
tion of life situations, emotions, and symptoms. At 
each visit the patient should be asked about fluctu- 
ations in his symptoms. Such fluctuations will 
usually be found when symptoms are influenced by 
psychic disturbances. The patient may then be 
asked if he was able to relate the changes to any- 
thing else, such as fatigue, meals, exercise, or nerv- 
ousness. 

The word “nervousness” is inserted quite casual- 


ly at the end, to give the patient an opportunity to 


express any insight already developed. A negative 
reply to this query by no means excludes such a 
correlation. Patients have many reasons (mostly 
unconscious) for strongly resisting this insight and 
usually have to be led to it. So the patient may next 
be asked to give a detailed description of everything 
he has done in the past week. Out of this account, 
further relationships may become apparent. For 
example, a 30-year-old woman with severe head- 
aches reported that these had been constant all 
week. Later, she modified this statement to say that 
there had been some changes, but she could not 
connect them with anything. Still later she was 
asked to describe the activities of the week, and the 
following pattern was revealed: 
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Figure 1. Relationship Between Life Stress and Symptoms, Shown in the History of the Illness. The chart shows the fre- 
quency of attacks of paroxysmal auricular tachycardia at different periods of life. There is a close correlation between 


periods of stress for the patient and the occurrence of the attacks of tachycardia. Improvement followed her visits to a 
clinic. Subsequent attacks were fewer and, as before, related to special stresses. The ordinate shows the frequency of 


Day of Week Events Feelings and Symptoms 
Saturday . . . Clinic visit. No headache. 

Sunday .. . Rested. No headache and felt fine. 
Monday ... Heavy laundry and chil- Moderate headache. 


dren were “bad.” 
Tuesday .. . Nothing unusual. No headache. 
Wednesday . Husband d he Mod 
was going to races with 
pay check. 
Thursday .. ‘ Worry over husband. Mod- 


erate headache. 
Friday .... Early in A.M. husband 
returned drunk after be- Severe headache which 
ing away all night. started. as patient opened 
door to let husband in. 


As the patient described the start of her most 
severe headache and the circumstances surrounding 
its onset, she began to recognize for the first time 
the psychic tension behind these headaches. A simi- 
lar correlation extending over a longer time is 
shown in Figure 2, which illustrates the course of 
an elderly lady with arteriosclerotic heart disease, 
who had repeated episodes of paroxysmal auricular 
fibrillation, each related to some life stress. 

Awareness of the correlation of life situations and 
symptoms should not be pressed upon the patient 
unless he has almost discovered this himself and 
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attacks, and the abscissa the age of the patient. (Courtesy of Psychosomatic Medicine.) 


needs only a gentle push. If one such attempt is un- 
productive, the insight should not be forced impa- 
tiently; rather the patient should be told, “Well, I'll 
ask you again about things which seem to accom- 
pany a change in your symptoms until we can work 
out what seems to make you feel better one day and 
worse the next.” The patient usually appreciates the 
doctor’s interest, and the investigation can be con- 
tinued the following week. 

Correlate Changes in the Psychic State with the 
Occurrence of Symptoms. At each visit the physi- 
cian should note the psychic state of the patient, 
with particular respect to changes since the previous 
visit. The occurrence of symptoms at the time of 
the visit should also be noted. Thus if a patient re- 
peatedly smiles when free of symptoms and looks 
tense and angry when having a headache, we may 
assume that there is some correlation. From this 
alone we cannot tell whether the headache or the 
mood change comes first. But sometimes we can 
discover evidence of some preceding stress which 
might have altered the mood before the headache 
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came on. And sometimes we may ourselves alter the 
patient's mood, for example by permitting him to 
discuss emotionally-charged material, and the symp- 
tom may then dramatically melt away. Or the pa- 
tient may have no symptoms when the visit starts 
but later show or complain of some physiologic 
change or symptom such as headache or palpitation. 
Often this can be related to the topic under discus- 
sion at the time and to some emotional disturbance 
resulting from the discussion. 


Trial of Psychotherapy 


Sometimes, even after careful use of the above 
methods, it may be difficult to establish with cer- 
tainty a correlation between psychic state and symp- 
toms. This is particularly true when the patient is 
unwilling or unable to co-operate by giving a full 
history of his life, his feelings, and his symptoms. 
A similar difficulty arises when there are marked 
structural changes so that the symptoms might be 
entirely attributable to the organic disease. An ex- 


Figure 2. Relationship Between Life Stresses and Symptoms, Shown by Observation of Patient over Six Months’ Period. 
The black bars represent individual attacks of paroxysmal auricular fibrillation in a 72-year-old woman with arteriosclerotic 
heart disease. Each arrhythmia was related to some life stress. It was not possible to determine the precipitating factors in 
the last attack because the patient died within a few hours of the onset. (Courtesy of Psychosomatic Medicine.) 


ample is colitis in a patient whose stools contain 
some amebae, but who also shows considerable 
psychic disturbance. Is the colitis due to the emo- 
tional disturbance, or is the emotional disturbance 
a reaction to a severe amebic colitis? Again the 
symptoms of anxiety (such as palpitation and dysp- 
nea) so closely resemble those of heart failure that, 
if a patient has anxiety and heart failure together, 
we may have difficulty in deciding which came first. 
And yet the distinction is of the greatest importance 
for the proper therapeutic approach. 

In such instances it is desirable to make a thera- 
peutic trial of psychotherapy. This is just as reason- 
able as the use of therapeutic trials with pharma- 
ceutical agents. It is not necessary to announce such 
a trial formally to the patient, since if it can be in- 
troduced indirectly it may be less disturbing to him. 
He may have become convinced that his illness is 
entirely physical, and direct attempts to convince 
him otherwise will only irritate him. But indirect 
measures may be taken for the relief of psychic 
tensions or designed to explore for their existence. 
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The psychotherapy does not need to be a highly 
technical uncovering of deep personality problems. 
It may consist rather in a simple effort to modify 
the psychic state by a friendly, constructive rela- 
tionship with the patient, which provides him with 
a setting for the expression of his feelings, conflicts, 
and worries. We then watch for changes in the 
physical signs and symptoms, as the psychic state 
improves. 

An example of the use of such a trial of psycho- 
therapy may help to demonstrate its value. 

A 24-year-old girl came to the physician with 
complaints of weakness, palpitation, and dyspnea. 
These might easily have been attributed to a patent 
ductus arteriosus which was found on physical ex- 
amination and confirmed by angiocardiography. In 
fact some physicians had informed her that her 
symptoms were caused by the congenital heart 
lesion. However, it was noted that the patient was 
restless during the initial interview; her mouth was 
dry and she spoke in a tense, cracked voice. Her 
palms were moist and her heart rate was 100, 
although there were no signs of heart failure. The 
question arose, why had she come to physicians at 
this time with these complaints if she had had con- 
genital heart disease all her life? So a fuller history 
was taken. 

It was soon revealed that the symptoms had come 
on not long after a love affair ended when she was 
rejected by her boy friend. The patient herself 
noted a considerable variation in her symptoms ac- 
cording to her psychic state. For example she was 
much more troubled by dyspnea and palpitation 
during social events, such as dates, than when at 
work. A few additional interviews were used for 


Figure 3. Differentiation of Symptoms Related to 
Anxiety and Those Arising from Organic Heart 
Disease. The chart shows the heart rate, stroke 
volume, and cardiac output before (B), and after 
exercise (7'), on four different occasions. The pa- 
tient was a 24-year-old woman with patent duc- 
tus arteriosus, who complained of severe palpi- 
tation, weakness, and dyspnea in February, but 
had none of these symptoms in December when 
she was free of anxiety. The congenital heart 
disease had remained unchanged, and there was 
still some residual but asymptomatic impairment 
of exercise tolerance resulting from the ineffi- 
ciency of the congenitally deformed heart. (Cour- 
tesy of Psychosomatic Medicine.) 


reassurance of the patient about her heart and for 
simple explanations of the mechanism of her symp- 
toms. These interviews also relieved a considerable 
amount of emotional tension arising from her life 
situation. The patient was encouraged to forsake 
her semi-invalidism and to lead an entirely normal 
life. She soon resumed dancing and swimming and 
was entirely free of symptoms shortly thereafter. 
The results of tests of cardiac function in this pa- 
tient on four occasions are shown in Figure 3. A 
marked improvement in exercise tolerance occurred 
as the patient’s anxiety diminished. Some impair- 
ment of exercise tolerance (that portion resulting 
from the congenital deformity) still remained at the 
end of the period of observation, but at this time 
the patient was free of anxiety and also free of 
symptoms. 

The study of this patient, therefore, demon- 
strated that the symptoms were not, as at first sup- 
posed, due to the organic heart disease which per- 
sisted unchanged. They were instead due to emo- 
tional disturbance. In this case, this emotional dis- 
turbance could be effectively treated, as it can in 
many others. The detection and treatment of such 
emotional disturbances may mean the difference 
between invalidism and independence even in pa- 
tients with severe organic illnesses. 
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Practical Therapeutics 


TREATMENT OF BRONCHIAL ASTHMA 


BY ALBERT H. UNGER, M.D., 


Northwestern University Medical School, Chicago, Illinois 


IN THESE days of rapid advances in treatment, there 
is reason to believe that we may soon have specific 
agents for the prevention of the entire asthmatic 
syndrome, as well as for its treatment. Even with 
measures now available, excellent results can be ob- 
tained in treatment of asthma in children. Although 
the results in adults are not quite so good, still they 
are encouraging to every doctor who handles asth- 
matic patients. 

Before turning to treatment proper, mention must 
be made of the diagnosis of bronchial asthma. In 
order to avoid confusion, we shall define our terms 
at this point: bronchial asthma is an allergic dis- 
ease characterized by wheezing, dyspnea, orthop- 
nea, and cough, usually accompanied by rhinitis, 
and associated with partial obstruction of the lower 
air passages. By using this definition, we shall elim- 
inate from consideration many conditions which 
have been called by some authors “nonallergic 
asthma.” 


Differential Diagnosis 


Many nonallergic conditions can simulate the 
dyspnea, wheezing, and cough, characteristic of 
bronchial asthma. Among these are such chronic 
lung diseases as tuberculosis (especially the fibroid 
type), pneumoconiosis, bronchiogenic carcinoma, 
chronic bronchitis, bronchiectasis, mycoses, and 
Loeffler’s syndrome. Acute infections such as pneu- 
monia may mimic asthma, especially in children. 
Since many children run a fever with an asthmatic 
attack, pneumonia is sometimes overlooked unless 
the physician is always alert to this possibility. 

One of the most important conditions which may 
resemble asthma is paroxysmal cardiac dyspnea. 
Table 1 lists the features by which these two con- 
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ditions can be differentiated. Adequate treatment 
depends upon accurate diagnosis in these two types 
of dyspnea. Morphine is helpful in acute pulmo- 
nary edema, but may be lethal in bronchial asthma. 

Diseases of the trachea and upper respiratory tract 
must also be differentiated. Among these are for- 
eign bodies, tumors of the trachea or bronchi, pres- 
sure on the trachea from without (as by a sub- 
sternal goiter, enlarged lymph nodes, tumor, etc.), 
edema of the epiglottis, etc. 

Many patients who develop nasal obstruction 
complain of dyspnea simply because they cannot 
become accustomed to breathing through their 
mouths. It sounds strange to add such a simple con- 
dition to this discussion, but it sometimes causes pa- 
tients to complain of “asthma.” This misapprehen- 
sion is aided by the cough and sensation of wheez- 
ing which may accompany a profuse postnasal drip. 


Table 1. Differential Diagnosis 


BRONCHIAL ASTHMA 


. Paroxysmal dyspnea 
(allergic) 

. History of previous attacks 

. Obstruction lower air pas- 
sages 

. Onset in early life, usually 

. Allergy in and fam- 
ily, usually 


. Eosinophilia blood and spu- 
tum, usually 

. Wheezing, prolonged expi- 
ration all over both lungs 

. Warm perspiration 

. Condition usually 

. Heart usually smal 

. Pulse good 

. No fear of death, usually 

. Epinephrine and/or amino- 
llin usually gives re- 
ief; morphine dangerous 

. Positive skin tests, usually 

. Elimination of cause gives 
relief often complete 

. Circulation time normal 


(Reprinted from: Un 


Northwestern Univ. M. 


CARDIAC ASTHMA 


Paroxysmal dyspnea (cardio- 
renal) 

Attacks very few 

Pulmonary edema (failure left 
ventricle) 

Onset after 40, usually 
Hypertension coronary disease, 
aortic, regurgitation, chronic 

nephritis 
Absent 


Moist rales, especially at bases, 
some coarse wheezing 

Cold clammy skin 

Often in shock 

Heart dilated 

Pulse often thready, irregular 

Fear of death 

Morphine best, also venesection; 
epinephrine 


Negative 
Rest in bed, etc., prolongs life 


Circulation time usually pro- 
lon 


“Cardiac Asthma,” Quart. Bull., 


3:130, 1949.) 
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Preventive Treatment 


It is unfortunate that preventive treatment is 
usually an afterthought in articles on treatment. It 
is, by all odds, the most important portion and 
should be read thoroughly and understood by every 
physician. 

At present, there seems to be a real and continu- 
ing increase in the incidence of allergic diseases. 
Because the children of allergic parents frequently 
develop allergic conditions, including asthma, every 
allergic parent should observe the following pre- 
cautions: 

1. Eliminate all household pets, particularly dogs 
and cats. 

2. Eliminate known sources of dust formation, 
such as cotton or kapok mattresses, feather or kapok 
pillows, filled quilts, stuffed toy animals, heavy 
drapes and carpets in bedrooms, etc. Use rubber as 
much as possible, particularly in pillows, mattresses, 
and carpet pads. Use linoleum on bedroom floors. 

3. Keep the house as dust-free as possible. Avoid 
whisk brooms or dry dusting; a good vacuum clean- 
er (tank type) is essential. Cover mattresses and 
pillows with nonallergic materials (plastic or rub- 
ber), closed with zippers. 

4. Keep the house, particularly the basement, 
dry to avoid the growth of molds. Calcium chloride 
bags or dehumidifiers will help. 

5. Use nonallergic cosmetics to avoid exposure 
to orris root. 

6. In infants, add one new food (not a mixture) 
at a time, at least three days apart, to see if symp- 
toms develop. Never give an infant raw egg. 

7. Children of allergic parents should be skin- 
tested for pollens before they go to summer camps. 


If a test is positive, avoid camp during that particu- 
lar pollen season. 

8. If mild symptoms develop, e.g., “eczema,” hay 
fever, very frequent “colds,” “sniffles,” or recurrent 
bronchitis, the child should have a prompt and 
thorough allergy survey, including complete skin 
tests. 

9. Avoid exposure to colds. 

10. Avoid dusty occupations, such as farmer, 
baker, furrier, upholsterer, grain mill worker, sand 
blaster, miner. 


Diagnostic Methods 


It should be emphasized at this point that the 
principles of specific treatment apply equally to 
asthmatics of every age group. Dust is an allergen 
common to humans from infancy to old age. 
Incidence varies, but specific treatment is the same. 

The first step in this type of treatment is proper 
diagnosis of the causative allergens. This may re- 
quire the use of many kinds of tests. The most com- 
mon of these are the skin tests (scratch, intra- 
dermal, and passive transfer), ocular and inhalation 
tests, trial diets, feeding tests, and, at times, change 
of environment (removel from home to hospital or 
change of climate). 

Paramount in importance is the history. In many 
cases, the causative allergens become apparent to 
the experienced observer as he talks to the patient. 
A history of asthma in the Midwest every August 
and September indicts ragweed as the cause, al- 
though other allergens may also contribute to the 
symptoms. 

The history is especially important in the diag- 
nosis of food allergies. The skin tests are not always 
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accurate for foods (nor are all of the patient's sus- 
picions). Avoidance of foods should, therefore, 
never be based solely upon skin tests, unless and 
until clinical corroboration is obtained. In other 
words, positive food skin tests should always be 
confirmed by elimination and then repeated trials of 
the suspected foods before the patient is advised 
that he should eliminate them permanently from 
his diet. 

The diagnostic procedures used are exemplified 
in the case of a 7-year-old white girl who was first 
seen in 1944 for treatment of severe bronchial asth- 
ma, atopic dermatitis, perennial allergic rhinitis, 
and nasal polyposis. Skin tests revealed marked 
scratch positives to white potato, orange, all fish, all 
nuts, mustard, and several inhalant allergens. All of 
the positive foods were removed from the diet for 
two weeks. Then, each food was added to the diet 
for three days, starting with a small amount, in- 
creasing to large quantities by the third day. Potato 
was added first, with no resultant symptoms. 
Orange was added next for three days, again with 
no ill effects. On the seventh day, the patient was 
given a minute quantity of salmon. Within an 
hour, she required an injection of epinephrine to 
combat the resultant severe asthma. Subsequent 
feeding tests revealed that nuts, other fish, and 
mustard were true allergens for her. She has 
avoided the clinically-positive foods for seven years, 
and can now eat several varieties of fish. 

The physical examination should be complete 
and should include a fluoroscopic examination of 
the chest. This will aid in differentiating between 
paroxysmal and chronic bronchial asthma. The 
prognosis in paroxysmal cases is usually very good 
with prompt treatment. Delay in starting proper 
therapy may lead to the onset of chronic asthma, 
with its associated emphysema and lessened _re- 
sponse to therapy. 

Many physicians have overlooked the importance 
of the infectious element as a cause of asthmatic 
attacks. It is not uncommon for a simple infection 
to precipitate an acute attack in the asthmatic in- 
dividual. Prolonged asthma often will not respond 
until after the discovery and proper treatment of 
low-grade infection. 

Thorough inspection of the nose and sinuses 
should always be carried out. This will disclose not 
only the typical allergic appearance of the mucosa, 
but may reveal marked deviation of the septum or 
polyps which may aggravate asthma. There is, in 
the upper nose, a so-called “trigger area”; pressure 
upon this area, as by polyps, may cause asthmatic 
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attacks. Correction of such conditions may be im- 
perative. This is practically the only circumstance 
for which we advise nasal surgery. 

‘lie prime etiologic factors are graphically de- 
picted in the frontispiece illustration on page 78. 
The relative importance of these factors is varia- 
ble from one patient to another and must be de- 
termined individually. Our procedure, after the 
history and physical examination, is to begin with 
scratch (cutaneous) tests for all possible allergens. 
These tests are painless, simple, perfectly safe, and 
accurate when positive. The main advantage is 
safety to the patient—there has never been a death 
reported from scratch tests. 

When scratch tests have not given us enough 
information, we follow with selected intradermal 
testing (needle tests). When the scratch test is 
positive, we do not perform an intradermal test for 
that particular substance. Because of the danger we 
never do an intradermal test for cottonseed, castor 
bean, or mustard. A word should be added here 
about medication prior to testing. It is imperative 
that the patient should avoid all antiallergic medi- 
cines for at least 24 hours before tests. In patients 
who have received a great many antiasthmatic or 
antihistaminic drugs, we have found that this period 
of abstinence should be extended to several days— 
a week is preferable. Skin tests must always be read 
and interpreted by an experienced physician. Cer- 
tain commercial laboratories advertise their ability 
to do skin tests; actually some of these laboratories 
do these tests so poorly that their reports are unre- 
liable. 

There are a few patients with symptoms obvi- 
ously due to certain pollens who still do not react 
to these pollens by either the scratch or the intra- 
dermal method. Frequently, these patients will re- 
act to an ophthalmic test. This consists of placing 
a minute amount of dry pollen on the conjunctiva 
of the lower eyelid and observing the results in 
three minutes. A positive test is characterized by a 
marked conjunctivitis. 

Before leaving the subject of tests, a word 
should be said about bacterial allergy. There is 
little doubt that certain persons are allergic to bac- 
teria or their products. Several methods of testing 
for bacterial sensitivity have been advanced; these 
require verification before they can be generally 
adopted. Until this occurs, the precise importance 
of bacterial allergy must remain undecided. Vac- 
cines, both stock and autogenous, have been used 
for many years, with variable results. We have 
found stock vaccines as effective as the autogenous. 
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Mention should be made also of the patients 
with completely negative skin tests. These have 
sometimes been labeled “intrinsic asthma,” but we 
believe that this classification is unwarranted and 
should be abandoned. Diligent observation and in- 
vestigation will disclose that the asthma in many of 
these patients is due to infection or food allergy. 
We have also been able to correlate symptoms with 
the pollen or mold spore counts, and to prevent 
further attacks by proper desensitizations. No pa- 
tient should be abandoned as hopeless merely be- 
cause of negative skin tests. 


Specific Treatment 


When the specific etiologic factors have been de- 
termined, each positive test must be assessed for the 
individual. It is unwise to treat for substances to 
which the patient is never exposed or which have 
never led to symptoms. Thus, a patient with asth- 
ma only in the winter should not be treated for 
summer pollens merely on the basis of positive skin 
tests. Such treatment can be instituted at any time, 
should symptoms arise during the pollen season. 

Avoidance. The first principle of specific treat- 
ment is avoidance of the offending allergens as 
much as possible. Some of the main rules for 
avoidance have already been listed in the section 


on prevention. We have also discussed the impor- 
tance of clinical verification of positive tests for 
foods. Complete avoidance obviously depends upon 
knowledge of the forms in which the allergen is 
encountered. This information is available in any 
of several standard textbooks on allergy, and should 
always be imparted to the patient. It is imperative 
that the patient be supplied with a full report of 
the substances to which he is allergic and with 
rules as to their avoidance. 

Because of the importance of house dust as an 
allergen, it is vital that specific instructions be given 
the patient upon its avoidance. Some patients will 
complain that these rules make it impossible to 
furnish a bedroom in good taste. A glance at Figure 
1 will reveal that this is not true. 

Desensitization (Hyposensitization). In most 
cases, it is unwise to rely entirely upon avoidance. 
It is impossible to evade all exposure to such com- 
mon allergens as house dust, feathers, orris root, 
dog hair, etc. Even if the patient’s home is made 
completely free of these substances, desensitization 
is usually necessary, because the patient may en- 
counter these allergens any time he leaves his own 
home. 

The practice of desensitization by injections of 
extracts of the offending allergens has established 
itself through usage as the best available method of 


Figure 1. A nonallergic bedroom for the home. Everything in the room, including the floor and wall, has been planned 
to prevent the collection of dust. The linoleum floor has no dirt-catching cracks or crevices, and cove base has been used 
where the floor and wall meet to prevent a dust-catching joint. The walls are dust-proof and washable. Even the dressing- 
table top makes use of easy-to-clean linoleum. The mattress and pillow are made from a foam-rubber material. Plastic or 
leather may be used for the chair and couch. The iron bed and tables and an air-conditioning unit also help keep the 
room dust-free. Cosmetics are nonallergic; no drapes are used. (Photographs by makers of Armstrong Linoleum.) 
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sensitization have never proven so effective. 

The principles we use in determining the com- 
position and initial dosages of the solutions are as 
follows: 

1. Utilize in the solutions all inhalant sub- 
stances to which the patient is clinically sensitive 
and which he cannot easily avoid. 

2. Try to combine all these substances into four 
or fewer solutions (fewer for children). (a) Sea- 
sonal pollens and molds should be placed in differ- 
ent solutions, if possible (see dosage schedules be- 
low). Cb) Any clinically outstanding single allergen 
should usually be given in a separate solution. 
(c) Ragweed should usually be given separately 
(always, in patients with hay fever). 

3. Initial dosages may be based upon skin test 
reactions, without recourse to serial dilutions. Ca) 
Since we perform all inhalant intradermal tests 
with 1:1,000 dilutions (weight to volume), sub- 
stances which show positive reactions only to 
needle tests may be safely started in 1: 10,000 dilu- 
tions. This line of reasoning may be extended to 
all other systems of measuring the strength of aller- 
genic solutions. (b) With moderately large scratch- 
test-positives, injections should be started at dilu- 
tions of 1:100,000 (1:1 million if reactions are 
very large). (c) The house dust extract prepared 
by the Endo Products Company should be regarded 
as 100 times stronger than house dust extracts pre- 
pared by ordinary methods (Endo uses the method 
described by Efron). Thus, the initial dosage is 
usually in 1:1 million dilution for intradermal posi- 
tives. (d) A few very potent allergens require ex- 
tremely weak dilutions, such as 1:1 billion. This 
group includes cottonseed, horse dander, castor 
bean, egg white, and a few less important sub- 
stances. (e) If the initial injections of pollen ex- 
tracts are given during the pollen season, the initial 
dilution should be 10 times weaker than at other 
times; injections are then given intracutaneously 
€0.02-0.04 cc.) until the season is over. 

All injections should be given subcutaneously 
(with the exception just cited), using a 1 cc. tuber- 
culin syringe with a 27-gauge ¥-inch needle. They 
should be given twice a week at first, later once a 
week, eventually every two or three weeks. If the 
patient permits a lapse of four weeks between injec- 
tions, the previous dosage should be repeated; we 
advise a 25 per cent reduction in dosage if the lapse 
is six weeks. 

When utilizing more than one solution, it is wise 
to give the same injection in the same area each 
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time: this permits identification of local reactions. 
We always use the lateral aspect of the upper arm; 
two injections may be given on each side, if neces- 
sary. 

In selecting a dosage schedule, it must be em- 
phasized that this poses an individual problem for 
each patient. Local or mild systemic reactions are 
not uncommon: dosages must be repeated or re- 
duced when they occur (see below). Thus, the 
following principles of regulation of dosage are 
general, but not specific rules. Because it is essential 
that dosage schedules be flexible, it is inadvisable 
to use those commercially prepared treatment sets 
which provide no extra solution for repetition of 


dosages. 


DOSAGE SCHEDULE (WEIGHT: VOLUME SYSTEM): 

1. Initial dosage of each new dilution is 0.10 cc. 

2. If no reactions, increase dosage roughly 50 per 
cent each visit. Our schedule is 0.10, 0.15, 0.22, 
0.30, 0.45, 0.65, then 0.85 cc. Then give next 
stronger dilution in similar dosages. 

3. Repeat this schedule (barring reactions) up 
to 1:100 dilution; this and any stronger solutions 
should be raised 0.02 cc. each time. (a) Endo dust, 
1:10,000, may be increased 0.05 cc. each time; the 
1:1,000 dilution should be upped 0.02 cc. each 
time. (b) The potent allergens previously men- 
tioned are rarely given in any dilutions stronger 
than 1:10,000. (c) Five per cent mold extracts 
should be increased only 0.01 cc. each time; dosages 
above 0.30 cc. are usually very irritating. 

4. Maximum pollen dosages should be reached 
just before the pollen season. When the season ac- 
tually begins, do not increase the dosage of that 
pollen extract; we always reduce the ragweed dos- 
age about 25 per cent when the season begins (to 
avoid reactions). This is the reason for the recom- 
mendation above that seasonal pollens be given in 
separate solutions. 

5. In general, those patients who reach the high- 
est dosages achieve the greatest relief; extremely 
sensitive patients rarely reach such dosages, but re- 
sults are almost as good. 

6. Do not increase dosages when a patient is 
pregnant. 

7. Treatment should be continued, at lengthen- 
ing intervals, for a long period of time. We prefer 
to treat the patient for at least one year after his 
last asthma attack. Pollen asthmatics should be 
carried through two symptom-free pollen seasons 
before being discharged. 

Every effort should be made to prevent reactions 
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to injections; mild constitutional symptoms follow- 
ing treatment are not uncommon, especially in 
children. Any untoward reactions which follow in- 
jections more than once should be indications for 
reducing the dosages about 25 per cent. Such se- 
vere symptoms as hay fever, asthma, hives, itching 
of roof of mouth, etc., require reduction of the next 
dosage by 50 per cent. 

Since most severe reactions will occur shortly 
after the injections are given, each patient should 
remain in the doctor's ofice for twenty minutes 
after treatment is given. This also allows time for 
development and observation of local reactions. If 
the redness of a local reaction is from one to three 
inches in diameter, the same dosage should be re- 
peated on the subsequent visit. If the erythema is 
larger than this, the next dosage should be cut by 
10 to 25 per cent. Development of wheals with 
erythema indicates a more severe local reaction. 

Severe local reactions may be treated by ephe- 
drine sulfate and/or antihistaminics orally. Consti- 
tutional symptoms may be controlled by subcutane- 
ous injection of 0.5 cc. of 1:1,000 epinephrine solu- 
tion. If the reaction to an allergenic extract is im- 
mediate and severe, a tourniquet should be applied 
above the site in which treatment injections were 
given. Epinephrine may be repeated; aminophylline 
or antihistaminics may be given by vein, if neces- 
sary. 

Control of Psychosomatic Factors 


There is no room for doubt as to the importance 
of psychosomatic factors as a cause for an attack of 
asthma. Examples of this can be seen frequently by 
any doctor who looks for them. In our opinion, 
however, too much stress has been laid upon these 
factors as a cause of the entire asthmatic syndrome. 
We do not believe that true bronchial asthma can 
be caused entirely by emotional stress. 

This does not mean that emotional stresses can 
be ignored in the treatment of asthma. The average 
physician who takes the time to talk to each of his 
patients will be able to recognize and handle most 
of these problems. Rarely is formal psychiatric 
treatment necessary. By talking to parents frequent- 
ly and frankly, the practitioner can evaluate the 
importance of maternal rejection as a cause of 
asthma in children. A great deal has recently been 
written on this subject. 

When patients do not respond to therapy as they 
should, we have made a practice of dropping in at 
their homes, sometimes unexpectedly. This permits 
a candid evaluation of both allergenic and psychia- 


tric factors. On such visits (as on all house calls), 
we check the home thoroughly for possible sources 
of allergy, such as uncovered pillows and mattresses, 
pets, etc. 


Treatment of the Asthmatic Attack 


This subject can be divided into treatment by 
the physician in the office and on house calls, treat- 
ment of early or mild attacks in the home by the 
patient, and treatment in the hospital of severe at- 
tacks and of status asthmaticus. Certain general 
principles apply to all types of treatment and will 
be discussed first. 

Figure 2 shows the major physiologic factors 
which cause the asthmatic paroxysm; these must be 
recognized as a basis for the pharmacologic treat- 
ment. The drugs commonly used in asthma have 
been classified here according to the factors upon 
which they act. The three main factors are: (1) 
overproduction of a thick tenacious mucus; (2) 
edema of the respiratory mucosa; (3) spasm of the 
musculature. 

Reassurance is the most important single measure 
in treatment of an asthmatic attack. This means re- 
assurance of both patient and relatives; it is some- 
times necessary to evict the relatives from the pa- 
tient’s room. 

Most important single rule in asthma: never give 
morphine, Demerol, or heavy sedation during the 
attack. These drugs all act (in varying degrees) to 
depress the cough reflex. Morphine has been in- 
criminated as a cause of death so often that it 
should never be given to any patient with asthma. 
In preoperative medication for patients who are not 
having asthma at the time of surgery, Demerol is 
preferred. However, even Demerol is contraindi- 
cated for treatment of the attack. 

We have observed several patients who have 
severe respiratory depression following average or 
small doses of barbiturates. For this reason, we no 
longer permit their administration to any patient 
having asthma (with the exception of the small 
doses used to counteract the exciting action of 
ephedrine). The most satisfactory bedtime sedative 
for all allergic patients is Benadryl in a dose of 50 
to 100 mg. 


A. TREATMENT OF ATTACKS BY THE PHysICIAN. 

1. Epinephrine (1:1,000) by subcutaneous in- 
jection remains the backbone of symptomatic treat- 
ment. Dosage is 0.50 cc. for adults, 0.20 to 0.40 ce. 
for children. Larger doses do not give greater relief; 
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1. Edema of mucosa relieved by: 
A. Epinephrine 
B. Aludrine 
C. Ephedrine 
D. Antihistaminics (?) 


il. Mucus overproduction relieved by: 
A. Potassium iodide 

B. Ammonium chloride 

Cc. Syrup of ipecac 

D. Sodium fodide 

€ther 


1. Bronchospasm relieved by: 
A. Epinephrine 

B. Aminophylline 

C. Ephedrine a 

D. Aludrine 

E. Orthoxine 

Ff. Antihistominies (?) 


IV. Central respiratory stimulants: 
A. tghediina 
B. Ether 


Figure 2. Physiologic treatment of asthma. 


it is wiser to repeat the same or a smaller dose. The 
addition of 0.50 cc. of an injectable antihistaminic 
such as Histadyl in the same syringe will lessen 
nervous tension and increase the efficacy of treat- 
ment. 

2. Epinephrine in oil (1:500) gives more pro- 
longed relief, with few side effects. Injections 
should be given in the gluteal muscles in doses of 
1 cc. for adults, 0.50 cc. for children. We are now 
experimenting with a 1:200 suspension of epine- 
phrine in a glycerine base Sus-Phrine; this can be 
given subcutaneously and acts almost exactly like 
epinephrine in oil. It has worked very well, espe- 
cially in children. 

3. Aminophylline by vein is probably the drug 
of choice for treatment of asthmatic paroxysms in 
adults. Many patients are partly epinephrine-fast 
and obtain much greater relief from aminophylline. 
Usual dosage is 0.25 Gm. in 10 cc. of water; this is 
given very slowly. In very severe attacks, this dosage 
may Le doubled, although this is rarely necessary. 

4. Sodium iodide (2 Gm. in 10 cc. of water) 
intravenously may be a valuable adjunct to therapy; 
it may be given following aminophylline. 

5. Penicillin or other antibiotics should be used 
to combat infection, when present. In the absence 
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of obvious evidence of infection, indications for 
such therapy include persistent low-grade fever, 
leukocytosis, or elevated sedimentation rate. 

6. Syrup of ipecac is a valuable adjunct to ther- 
apy in children. Give one teaspoonful every hour 
until vomiting occurs. Emesis (from any cause) fre- 
quently relieves asthmatic attacks because mucus is 
thrown up with the gastric contents. 


B. TREATMENT AT HoME By THE PATIENT. 

1. Ephedrine sulfate (15 to 30 mg.) is the basic 
ingredient of most medicines used by the patient 
to avert or abort attacks. It is wise to combine the 
ephedrine with a mild sedative, such as Seconal or 
Benadryl. It is also frequently combined with ami- 
nophylline, as in Amodrine, Amesec, and many 
other proprietary preparations. Amodrine is mild 
and is especially useful in children. Amesec works 
well in adults. 

2. Aminophylline by mouth is not nearly so 
effective as it is by vein. It is used primarily in com- 
binations as described above. Another useful prep- 
aration, most effective in pollen hay fever accom- 
panied by asthma, in Hydryllin with racephedrine. 
Rectal suppositories are absorbed at variable rates, 
so that their usefullness is limited. We have found 
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consistent and often marked relief through the in- 
stillation of 0.6 Gm. of aminophylline powder (0.3 
Gm. in children) dissolved in 20 cc. of tap water as 
a retention enema. This is best given at bedtime. 
Some patients complain of nausea following its use; 
repeated instillations may lead to rectal irritation. 
3. Epinephrine (1:100) by inhalation gives 
prompt relief if used properly. We prefer the Va- 
ponefrin or De Vilbiss #40 nebulizers. The patient 


Figure 3. A nonallergic hospital room (Wesley Memorial 
Hospital, Chicago). Mattress and pillows of foam rubber, 
plastic-covered chair, linoleum on floor. No flowers or 
smoking permitted. No dry-dusting. 


must be shown exactly how to use the nebulizer; he 
must also be warned against overuse of this drug. 

Patients can also be taught to give themselves in- 
jections of epinephrine (1:1,000) subcutaneously; 
unless abuse is severe, this is usually safe. Care 
must be taken to avoid accidental injection into a 
vein. Sus-Phrine, the epinephrine suspension in gly- 
cerin previously mentioned, can also be self-admin- 
istered. 

4. Isopropylarterenol hydrochloride (marketed 
under trade names as Aludrine, Isuprel, Nor-Iso- 
drine) may be substituted for epinephrine in the 
nebulizer. We prefer the 1:200 liquid preparation. 
This is slightly less effective than epinephrine, but 
has fewer side effects. Incidentally, Isuprel sublin- 
gual tablets (10 and 15 mg.) have proven effect- 


ive for some patients, although over-all results are 
disappointing. 

5. Expectorant cough mixtures are an essential 
adjunct to home therapy; sedative cough medicines 
are contraindicated. Potassium iodide is best for 
this type of therapy. Children are often given the 
saturated solution in doses of 5 to 10 drops 3 times 
a day. Children may also use such proprietary cough 
mixtures as Pyribenzamine expectorant or Benylin, 
with added ephedrine. For many years, we have 
found the following prescription successful in adults: 


Rx Apomorphine hydrochloride 0/12 
Potassium iodide 20/00 
Syrup of cherry, to make 120/00 


Mix. Label: One teaspoonful 
every four hours. 


6. Benadryl, 50 to 100 mg. may be used when 
sedation is indicated; other sedatives should be 
avoided. 

7. Enteric-coated medications may be used for 
patients who have attacks during the early hours 
of the morning. Amesec and Ephedrine-Seconal, 
among others, are available in this form. 

8. A number of medications using substitute 
drugs are available for patients who have adverse 
reactions to the drugs listed above. These include 
theophylline as a substitute for aminophylline, 
racephedrine or Orthoxine instead of ephedrine, 
Isuprel or Aerolin instead of epinephrine sprays, 
ammonium chloride in place of potassium iodide, 
etc. 


C. TREATMENT IN THE Hosprrat. 

We earnestly recommend hospitalization for all 
patients in whom severe asthma has persisted for 
more than three or four days despite adequate 
treatment. There are several advantages to hospital- 
izing such patients. In addition to the ease of ad- 
ministration of all medications and the facilities for 
detecting and treating complicating infections, there 
is the added benefit of removing the patient from 
the allergens and the emotional stresses present in 
his home. Many patients will clear completely in 
the hospital with no medications at all. 

Every hospital should be equipped with several 
rooms designed for use by asthmatic patients. Fig- 
ure 3 shows one of the asthma rooms at Wesley 
Memorial Hospital, Chicago. These rooms have 
foam rubber mattresses and pillows, linoleum on 
the floor, air filters, no drapes. Smoking, dry dust- 
ing, and flowers are not permitted in these rooms. 
In addition to the use of all the medications pre- 
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viously mentioned, the following measures may 
prove helpful: 

1. Epinephrine is usually ineffectual in hospital- 
ized patients because they have received a number 
of injections prior to admission. Epinephrine in oil 
(1:500) may be given intramuscularly twice daily 
in doses of 1 cc. Occasionally, the addition of 0.50 
cc. of epinephrine (1:1,000) to each liter of fluid 
given intravenously, as mentioned below, is very 
useful, even if the patient has not responded to 
subcutaneous epinephrine. 

2. Aminophylline can be given in a continuous 
intravenous infusion by adding 0.50 Gm. of ami- 
nophylline to each liter of fluid. The patient should 
receive one liter of 5 per cent glucose solution and 
one liter of normal saline solution daily, each bottle 
running for twelve hours (28 drops/minute). This 
may be continued several days or longer, if neces- 
sary. As symptoms abate, the amount of aminophyl- 
line in each infusion may be gradually reduced. 

3. Dehydration is a common aftermath of pro- 
longed asthma and must be corrected. Electrolyte 
imbalance may also occur. 

4. Oxygen has merit in a few cases. Many patients 
are frightened by the tent or mask; therefore, we 
prefer the nasal catheter. Evidence has mounted to 
prove that oxygen can be dangerous in emphysema- 
tous patients; it should be used in these cases only 
with great caution. 

5. Bronchoscopy is of great value in some patients 
and may even be life-saving. Any patient who has 
evidence of bronchial plugs which he cannot cough 
up should be given the benefit of bronchoscopic 
aspiration. 

6. Alcohol intravenously (5 per cent solution) 
has proven useful on occasion. It should be given 
rapidly enough at first to produce mild intoxication; 
the rate of flow is then reduced. 

7. Ether in oil is sometimes useful. A mixture of 
60 cc. of ether in 120 cc. of mineral or olive oil is 
given as a retention enema. 

8. General anesthesia (ether or cyclopropane) 
may give excellent relief in intractable cases. It 


should be deep and maintained for 30 to 40 min- 
utes. Only an experienced anesthetist should ad- 
minister this treatment. 

9. Surgical measures are mentioned only to be 
condemned. 

10. ACTH has been the subject of a great deal 
of investigation. There is no doubt that it is usually 
very effective in asthma, but the great majority of 
patients relapse after it is discontinued. Nobody has 
yet proved its mode of action in asthma. Possible ill 
effects of long-term therapy are under investigation. 
Until these points are clarified, we urge that the 
use of ACTH be restricted to those patients who 
have not responded to any of the above measures 
and to those patients in whom there is imminent 
danger of death from asthma. 

The dosage schedule is constantly being revised. 
At present, initial intramuscular dosage is 25 mg. 
every 6 hours until maximal therapeutic effect is 
obtained. The dose is then gradually reduced. 
ACTH may instead be added to intravenous fluids 
(10 to 15 mg./liter); results are sometimes amazing. 

11. Cortisone is useful under the same condi- 
tions and is preferable to ACTH for home treat- 
ment because it can be given by mouth. It is not 
quite so effective as ACTH and is less suitable for 
emergency use. Dosages are similar to those for 
ACTH or somewhat higher. Patients started on 
ACTH in the hospital may taper off on Cortisone 
at home. 


Results of Treatment 


The results of treatment of all types of asthmatics 
in our practice show that children with paroxysmal 
asthma can be given excellent to complete relief in 
over 80 per cent of cases. Even the results in adults 
are not discouraging. It is important to begin treat- 
ment early. Asthma begins in many children at 
very early ages; treatment at that time will give 
excellent results. Every asthmatic patient needs en- 
couragement. The physician must remember that 
none of them is hopeless. 
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On THE basis of a personal, detailed study of 300 
patients who had undergone gastrectomies of vari- 
ous types, Wells and Welbourn have recently classi- 
fied and analyzed the various syndromes which fol- 
low removal of a portion or all of the stomach 
(Brit. M. J., 1:546, 1951). The study was mainly 
concerned with the results following subtotal gas- 
trectomy for patients with peptic ulcer, and makes 
no reference to the problem of recurrence of ul- 
ceration. The authors emphasize that the vast ma- 
jority of patients who have had subtotal or total 
gastrectomy are well and lastingly satisfied with re- 
sults of the operation. The functional reserve of the 
gastrointestinal tract in these cases is such that there 
is no disturbance. 

Early Postprandial Syndromes. The efferent loop 
dumping syndrome is the commonest and most im- 
portant of the postgastrectomy syndromes. The es- 
sential feature is the rapid entry of a large bulk of 
food into the jejunum. Hypertonic solutions, for ex- 
ample sweet foods, are particularly troublesome be- 
cause their bulk is increased rapidly by diluting fluid 
from the jejunum itself. The consequence of this 
effect is heightened bowel activity. Very shortly 
after the end of the meal or even before the meal 
is finished, the patient feels full in the epigastrium 
and develops a desire to sleep. Sweating, palpitation, 
nausea, and giddiness may be present. In the most 
severe cases there may be violent peristalsis ending 
soon in an attack of watery diarrhea. All of the 
symptoms tend to be eased when the patient lies 
down. They usually follow only the main meal of 
the day; but certain foods, especially milk and 
sweets, may invariably produce symptoms. More 
often the size of the meal is the determining factor. 
The symptoms can usually be controlled by having 
the patient take small meals at frequent intervals, 
and chew his food well. In those who do not respond 
to such simple measures, drugs which reduce bowel 
motility must be tried. 

Postprandial diarrhea, coming within fifteen to 
twenty minutes after a meal and in some cases con- 
taining food which has just been eaten, is an un- 
common syndrome. This is an exaggerated form of 
the intestinal hurry already described. The diarrhea 
tends to occur in episodes, with exacerbations and 
remissions. Eventually it tends to clear up com- 
pletely. Drugs which reduce the rate of the small 
intestinal passage are helpful meanwhile. 

Afferent loop stasis and bilious regurgitation re- 
sult from an accumulation of bile and pancreatic 
juice in the afferent jejunal loop, owing perhaps to 
a slight kink at the lesser curvature. Some time after 
the end of a meal, usually ten to forty-five minutes, 
the fluid which has accumulated in the afferent loop 
regurgitates into the stomach and the patient brings 
up a mouthful of bitter-tasting fluid. Food does not 
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regurgitate because it has already passed on down 
the efferent loop. Occasionally, a large bilious vomit 
occurs, especially in the evening or during the night. 
The symptoms are relieved after the bile has been 
brought up. In only a small number of patients 
does this syndrome persist. Very rarely it appears for 
the first time some years after operation. As a rule 
the patient can be reassured that there is nothing 
seriously wrong and that symptoms will soon pass. 

Afferent loop reflux is caused by the passage of 
food into the afferent jejunal loop. Food mixed with 
bile is vomited shortly after a meal. When this symp- 
tom persists, another operation may be necessary. 

Gastric distention sometimes occurs because the 
stoma is too small and the gastric stump empties too 
slowly. The resulting symptoms may be relieved by 
vomiting food. If small, well-chewed, semisolid 
meals do not bring relief, it is then necessary to en- 
large the stoma by means of a second operation. 

The Hypoglycemic (Late Postprandial) Syndrome. 
One of the consequences of rapid emptying of the 
stomach is that glucose, which is absorbed from the 
jejunum, reaches the blood stream much more 
rapidly than normal. This tends to stimulate an over- 
production of insulin, so that the blood sugar falls 
rapidly to hypoglycemic levels at a period two to 
three hours after a meal. This tendency to hypogly- 
cemia is found in about one-third of gastrectomized 
patients, but in only about 15 per cent of these, 
does the hypoglycemia cause symptoms. Relief is af- 
forded by increasing the frequency of eating. 

Deficiency Syndromes. Loss of weight in moder- 
ate degree is observed mainly in those patients who 
had maintained their weight up to the time of op- 
eration. After a year or so the weight tends to be- 
come stabilized. 

Iron deficiency anemia is believed to occur in 
about 10 per cent of patients after gastrectomy. Iron 
salts are absorbed mainly from the upper small in- 
testine after being dissolved and disassociated by hy- 
drochloric acid in the stomach. After gastrectomy 
there may be sufficient change in the pH that ab- 
sorption of iron is impaired; also the increased rate 
of passage through the jejunum may interfere with 
absorption. In most cases the anemia responds read- 
ily to administration of iron by mouth. 

Macrocytic anemia is comparatively rare. It is 
ascribed of course to the removal of intrinsic factor. 
An appreciable time (as long as four years) may be 
necessary before the full picture like that of per- 
nicious anemia develops. 

Vitamin-B deficiencies in some form are observed 
in about 10 per cent of patients who have had sub- 
total gastrectomy. Achlorhydria is probably the most 
important cause, though intestinal hurry may play 
a part. Ariboflavinosis or other evidence of deficiency 
of B complex is treated in the usual way. 
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Chips from Other Journals 


Penicillin in Asymptomatic Neurosyphilis 


PENicILLIN therapy is at least as good as, if not 
superior to, all other forms of treatment in neuro- 
syphilis, according to Stokes (Arch. Int. Med., 
88:235, 1951). After penicillin therapy for asymp- 
tomatic neurosyphilis, the spinal fluid cell count 
usually reaches normal by the end of the sixth 
month. An elevated spinal fluid count six months or 
more after penicillin therapy is a clear indication of 
activity of the syphilitic process in the nervous sys- 
tem, and is evidence of failure of the treatment 
schedule used. About 9 per cent of Stokes’ patients 
were not cured with a total penicillin dosage of 
4,800,000 units, administered during not less than 
eight days. Retreatment of the failures, using 
9,000,000 units of penicillin over a period of ten 
days, was effective in 75 per cent of the cases. On 
the basis of his experience, the author now rec- 
ommends a total dose of 10,000,000 units of peni- 
cillin, which is administered over a period of not 
less than ten days. 


Amithiozone Treatment of Tuberculosis 


Mucu publicity has attended the use of the anti- 
tuberculous drug, amithiozone, also called TB 1 
(Tibione) or Conteben. This drug was introduced 
in 1947 by a number of German workers who re- 
ported good therapeutic results. American workers 
have been unable to duplicate the favorable effects 
of this drug and have been impressed by the toxici- 
ty, notably on the hematopoietic system and on the 
liver. Falk and co-workers (Am. Rev. Tuberc., 
64:159, 1951) studied the toxic effect of amithio- 
zone on the liver by means of liver function tests, 
as well as by liver biopsies performed on patients 
who developed evidence of dysfunction. Their re- 
sults indicated that progressive liver dysfunction 
due to amithiozone was noted only in patients with 
evidence of pre-existing hepatocellular impairment. 
Bromsulfalein retention was the best index of pro- 
gressive hepatic damage. 
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The authors emphasize that with present labora- 
tory methods, using a photoelectric colorimeter and 
omitting protein precipitants, most normal obese 
individuals have BSP scores of 6 to 12 per cent if 
5 mg. per kg. is injected. Most underweight indi- 
viduals have values of 1 to 5 per cent. In view of 
these findings, the accepted normal value of 5 per 
cent may need revision. 

Fatty metamorphosis was the only histologic 
change observed in the liver biopsies, and the de- 
gree was correlated with the degree of abnormality 


of the BSP test. 


Steatorrhea from Antibiotics 


ProLonceD diarrhea following administration of 
aureomycin, chloramphenicol, terramycin, or peni- 
cillin-sulfonamide combinations has been reported 
by Merliss and Hoffman (New England J. Med., 
245:328, 1951). The authors report that the clini- 
cal and laboratory findings in their cases were like 
those seen in acute steatorrhea or sprue syndrome. 
They believe that this was the result of alterations 
in the intestinal bacterial flora because of action of 
the antibiotic. The diarrhea responded promptly 
to administration of liver extract intramuscularly. 
Presumably the syndrome can be prevented by par- 
enteral administration of liver to all patients receiv- 
ing these antibiotics for more than a few days. 


Tumors of Childhood 


In piscussinc the problem of tumors of childhood 
from the surgeon’s viewpoint, Peterson and Gilmer 
call attention to the fact that statistics for 1946 in 
their home state (Oregon) show that childhood 
cancer was responsible for more deaths in this age 
group than heart disease, tuberculosis, poliomyeli- 
tis, or congenital malformations (Surgery, 30:329, 
1951). It was exceeded as a cause of death only by 
accidents. 

This fact, plus their experience in a tumor clinic, 
leads them to believe that a more radical approach 


* 


to the treatment of malignant neoplasms of chil- 
hood is warranted. This is especially so in view of 
the remarkable tolerance children show for exten- 
sive surgical procedures. Furthermore, they believe 
that the clinically malignant nature of some ap- 
parently benign tumors, and the possibility of ma- 
lignant change in others, indicate the advisability 
of prophylatic removal and histologic study of every 
tumor mass in an infant or child. 

They emphasize, of course, that radical therapy 
of any kind must be withheld until there is una- 
nimity of opinion as to the histologic diagnosis of 
malignancy. With regard to x-radiation therapy, the 
authors hold that a liberalization of the indications 
for cancerocidal doses is justified. They base this 
statement on their experience with unexpected 
long-term survivals of children having apparently 
inoperable or incompletely removed malignant tu- 
mors, as well as the biologic unpredictability of 
pediatric tumors based on histologic study. 


Localized Myxedema 


Atruoucu localized myxedema is an unimportant 
finding in itself, it occurs frequently in association 
with progressive exophthalmos, according to Gryn- 
kewich et al. (Am. J. M. Sc., 221:142, 1951). 
Therefore, its presence should serve as a danger sig- 
nal that exophthalmos is or may become progressive. 
The lesions occur most commonly over the antero- 
lateral aspect of the lower third of both legs. They 
begin as well-demarcated areas of thickened skin. 
Later they become irregularly elevated with dilated 
hair follicles simulating pig skin. An advanced case 
may resemble lymphedema, and the edema is char- 
acteristically nonpitting. 


Hexamethonium (C6) for Vasospasm 


In A preliminary report, Finnerty and Freis discuss 
the advantages of hexamethonium (C6) for the re- 
lief of vasospasm attending peripheral vascular dis- 
eases (New England ]. Med., 245:325, 1951). C6 
is a ganglion-blocking agent which, in doses of 50 
to 100 mg. intramuscularly, is about as effective 
as a paravertebral procaine block for the relief of 
peripheral vasospasm. It has the advantage that it 
may be given by the nursing staff around the clock, 
to produce a more or less continuous increase of 
peripheral blood flow for prolonged periods of time. 
When used for this purpose, the dose must be re- 
peated every six to twelve hours. 

The principal disadvantage is the occurrence of 


hypotension, particularly postural hypotension; al- 
though with frequent doses given over long periods, 
such hypotension becomes less prominent. ‘The only 
other undesirable effect is the development of con- 
stipation. The authors believe that C6 is a valuable 
agent for the more or less continuous inhibition of 
neurogenic vasospasm, and that it may also be use- 
ful for the selection of cases for sympathectomy. 


Polyarteritis Nodosa 


In a study of ninety-four cases of polyarteritis no- 
dosa (periarteritis nodosa), Wilens and Glynn 
found that in about one-half, hypertension was 
present on initial examination, and in eleven of 
these there was a history of hypertension antedat- 
ing the onset of the polyarteritis nodosa (Arch. Int. 
Med., 88:51, 1951). In the whole group with hy- 
pertension at the time of initial examination, ar- 
terial lesions differed in many respects from the 
lesions found in cases in which hypertension was 
not present on initial examinations. The authors 
conclude that there is a group of cases of polyarte- 
ritis nodosa in which pre-existing hypertension is 
an etiologic factor. This group may range from 10 
to 50 per cent of all cases of the disease. 


I! Treatment of Thyroid Carcinoma 


Wen it can be demonstrated that a thyroid carci- 
noma shows uptake or localization of radioactive 
iodine (I'**) following tracer studies, then this 
agent may be important in the therapy of the can- 
cer, according to Freedberg et al. (Am. J. Med., 
11:44, 1951). In one patient with papillary adeno- 
carcinoma of the thyroid with a solitary metastasis 
to the lung, resolution of the pulmonary metastasis 
followed treatment with I***, Complete destruction 
of the functioning thyroid tissue in the neck also 
occurred in this patient. In two other patients the 
therapeutic effects of I'*t were considered worth 
while, but in three other patients no improvement 
was noted. 


Antibiotic Antagonism 


ANTIBIOTIC antagonism refers to that phenomenon 
in which combinations of certain antibiotics are 
less efficacious than either agent alone. Speck et al. 
(Arch. Int. Med., 88:168, 1951) have demon- 
strated that in experimental infections in mice, 
aureomycin and terramycin may be antagonistic to 
the action of penicillin. Amounts of the “interfer- 
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ing drug” which are strongly bactericidal by them- 
selves fail to interfere with penicillin. The greatest 
antagonism occurs when moderately bacteriostatic 
concentrations of aureomycin or terramycin are ad- 
ministered to animals receiving rapidly bactericidal 
concentrations of penicillin. In other words, in order 
to demonstrate antagonism, one must use curative 
doses of penicillin and subcurative doses of the “in- 
terfering drug.” The antagonism observed is be- 
lieved to be based on a modification of the bacterial 
population by the interfering drug. 


Use of Penicillin “O” 
PeniciLtin “O” (allylmercaptomethyl penicillin) 


has similar pharmacologic and antibacterial activity 
to penicillin “G” (benzyl penicillin), according to 
Adair (Am. ]. Med., 11:188, 1951). It may be used 
as a substitute for penicillin “G” in patients who 
develop delayed hypersensitivity reactions to the lat- 
ter drug. These reactions are characterized by the 
development of a rash, arthralgia, malaise, fever, 
and generalized lymphadenopathy. In individuals 
demonstrating contact dermatitis from penicillin 
“G”, penicillin “O” virtually always fails to be a 
satisfactory substitute. 


Cell Types in Bronchiogenic Carcinoma 


Tue microscopic classification of primary bronchio- 
genic carcinoma now in use at the Mayo Clinic in- 
cludes squamous-cell carcinoma, adenocarcinoma, 
large-cell carcinoma, and small-cell carcinoma. Mc- 
Donald and associates have analyzed the clinical 
and pathologic findings in these various types of 
carcinoma in a study of 849 proved cases (J. Thor- 
acic Surg., 12:62, 1951). 

In 8.8 per cent of the cases, small-cell carcinoma 
was found. The ratio of males to females in this 
group was 29 to 1. Most of these cancers arise in 
the larger bronchi, which explains the high inci- 
dence of positive bronchoscopic (82.7 per cent) and 
cytologic findings (93.5 per cent). Small-cell carci- 
noma carries a very poor prognosis because of the 
highly malignant nature of the tumor and the pres- 
ence of metastases when the diagnosis is established. 

Bronchiogenic squamous-cell carcinoma com- 
prised 37.8 per cent of the cases. Of these 65.3 per 
cent were in the main stem bronchi or lobar 
bronchi, and the incidence of positive bronchoscopic 
results corresponds with this figure. Cytologic 
studies of the sputum and bronchial washings were 
an important diagnostic aid and gave a higher inci- 
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dence of positive findings than bronchoscopy. Given 
100 patients with proved primary squamous-cell 
bronchiogenic carcinoma, it can be said that 71 will 
be operable, 50 will have resectable lesions, 47 will 
survive the operation, and 24 will be alive in five 
years. 

Bronchiogenic adenocarcinoma was found in 13.2 
per cent of the group, and about 20 per cent of the 
patients were women. Sixty-five per cent of the 
tumors were peripheral in origin—that is they were 
beyond the primary or secondary bronchi—while 
35 per cent represented central lesions and were 
located in the larger bronchi. Because of the high 
incidence of peripherally located tumors, there was 
a low rate of positive bronchoscopic results. How- 
ever, cytologic examination gave positive results in 
80 per cent of cases. The prognosis in this type of 
carcinoma is poor, since two-thirds of the patients 
who survive resection die within two years. 

The microscopic diagnosis of large-cell bronchio- 
genic carcinoma is primarily a diagnosis of exclu- 
sion, and includes those cases in which the three 
preceding specific types cannot be diagnosed with 
any certainty. In this series 40.2 per cent were of 
the large-cell type. Fifteen per cent of this group 
were females, and the ratio of central to peripheral 
lesions was 1.4 to 1, as compared with 1.9 to 1 for 
squamous-cell carcinomas, 27.7 to 1 for small-cell 
carcinomas, and 0.54 to 1 for adenocarcinoma. 
About half of the cases gave positive bronchoscopic 
findings, and in 89.5 per cent cytologic examination 
of sputum and/or bronchial washings yielded posi- 
tive results. Prognosis is poor in this type of carci- 
noma but not so bad as for bronchiogenic adenocar- 
cinoma or small-cell carcinoma, and not nearly so 
good as for squamous-cell carcinoma. 


Management of Carcinoma of the Prostate 


TREATMENT of the patient with carcinoma of the 
prostate is directed toward eradication of the proc- 
ess when possible by total prostatectomy, diminu- 
tion of the androgenic stimulus by orchidectomy, 
relief of obstruction by transurethral resection, and 
provision for relief of pain. 

When the carcinoma appears to be confined to 
the prostate, total perineal prostatectomy should be 
done, followed by orchidectomy and the administra- 
tion of estrogens. These antiandrogenic measures are 
carried out because of the real possibility that the 
tumor has already silently spread beyond the gland. 
Harrison and Poutasse believe that hormonal ther- 
apy, consisting of both orchidectomy and estrogens, 
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should be instituted at once in all cases of proven 
carcinoma, since the combination of the two forms 
of therapy provides a definite survival advantage 
over either one alone (Am. J. Med., 11:55, 1951). 

Carcinoma of the prostate spreads by direct ex- 
tension to adjacent structures such as the seminal 
vesicles, base of the bladder, and rectovesical fascia. 
The treatment offering the longest survival, best 
comfort, and avoidance of later complications is bi- 
lateral orchidectomy and continued use of estrogens. 
In patients with urinary obstruction, sufficient 
shrinkage of the prostate occurs within two or three 
weeks to permit satisfactory urination. When relief 
of obstruction does not occur, palliative surgery 
using transurethral resection is recommended. In 
some cases the primary lesion regresses to the point 
that there is no longer any evidence of neoplasm 
beyond the prostatic capsule, and therefore perineal 
exploration becomes indicated. 

Definite evidence of metastatic carcinoma of the 
prostate is obtained through x-ray studies of the 
bones (chiefly the spine, pelvis, femur, and ribs), 
the demonstration of lung metastasis by x-ray, or an 
elevation of the serum acid phosphatase. Treat- 
ment in this stage consists of orchidectomy, estro- 
gens, and supportive measures. 

After a sustained period of improvement, relapse 
occurs. Treatment then consists of drastic increases 
in the amount of estrogens. Painful bony mestas- 
tases may show marked improvement and relief of 
pain following x-ray therapy. Other measures which 
have been used are irradiation or removal of both 
adrenals in an attempt to reduce the extragonadal 
source of androgens, irradiation of the pituitary to 
reduce its stimulating effect on the adrenals, and 
the use of progesterone to block the pituitary. 


Sympathectomy for Arteriosclerosis 


Tue liberalization of indications for sympathectomy 
in the treatment of peripheral arteriosclerosis is ex- 
emplified in the report by Pearl and Rosenman 
CCireula*.n, 4:402, 1951). These surgeons now 
advise lumbar sympathectomy for every case of pro- 
gressive arterial insufficiency due to degenerative 
arterial disease, whatever the stage, provided that 
hopelessly extensive gangrene or ulceration is not 
present, and provided that the patient is able to 
stand the operative procedure with little risk. In 
their opinion, preoperative studies intended to esti- 
mate the degree of vasoconstriction in an involved 
extremity are of more value for prognosis than for 
selection of cases for surgery. Best results are likely 


to occur in those patients in whom a large element 
of vasoconstrictor activity can be demonstrated by 
skin temperature warming after nerve block, by fall 
in surface temperature in a cool environment, or 
by the presence of other objective signs of vasocon- 
strictor activity. However, even in those extremities 
in which one has not been able to demonstrate 
vasoconstrictor potential, sympathectomy may be of 
considerable benefit. 

The results of this method of treatment in the 
patients followed for long periods by these authors 
are undeniably good. They emphasize that al- 
though intermittent claudication persists after sym- 
pathectomy in some cases, this fact should not be a 
deterrent to the surgeon in selection of cases in 
the future. They make the nice point that even 
if operation does no more than improve skin circu- 
lation, its worth would be definite. Most of the seri- 
ous complications of peripheral arteriosclerosis be- 
gin as traumatic or infectious lesions in the skin. 


Pneumothorax Treatment of Tuberculosis 


IN A series of six articles Mitchell reviews the fac- 
tors influencing early and late, over-all clinical re- 
sults in 557 consecutive cases of pneumothorax in- 
duced in the ten-year period, 1930 through 1939, at 
Trudeau Sanatorium (Am. Rev. Tuberc., 64:1, and 
127, 1951). 

After a careful analysis of various pre- and post- 
induction factors, certain guiding rules are sug- 
gested. Regarding the selection of cases for pneu- 
mothorax, the roentgenographic shadows of the dis- 
ease should be light, “fluffy,” and scattered, rather 
than heavy, dense, or confluent. The extent of pul- 
monary destruction should not be great. Contraction 
of the lung resulting from fibrotic disease or bron- 
chial obstruction should be absent. There should 
be no clinical or roentgenographic evidence of 
major bronchial obstruction. 

The author feels that it is logical for the patient 
to have two or three months of bed rest prior to in- 
duction of pneumothorax, because in some cases 
the patient will show sufficient improvement to pre- 
clude the necessity for pneumothorax, while in 
others the lesions will clear sufficiently to reduce 
the hazard of empyema. Further, the preliminary 
use of chemotherapy in properly selected cases with 
“heavy” roentgenographic shadows may be expected 
to reduce the poor results obtained when pneu- 
mothorax is used alone. 

Regarding the management of pneumothorax, it 
is vital that a good anatomic collapse with a free 
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pleural space should be achieved; otherwise the 
pneumothorax should be abandoned. When a sud- 
den and persistent contraction and airlessness of a 
lobe or lung occurs soon after pneumothorax in- 
duction, it indicates significant endobronchial dis- 
ease, and is a strong indication for the abandon- 
ment of pneumothorax. If cavity closure and spu- 
tum conversion to negative do not occur within 
three or four months after the induction of pneu- 
mothorax, alternative forms of treatment should be 
considered. When fluid sufficient to hide the hemi- 
diaphragm continues to form for a month or longer, 
or at the first sign of cloudy, purulent fluid, prompt 
obliteration of the pneumothorax space is desirable. 

Successful induction of pneumothorax must be 
followed by at least three months of bed rest, and 
exercise should be interdicted until three to five 
months after cavity closure. 


Thoracoplasty and Lung Function 


Wuen thoracoplasty is followed by the develop- 
ment of scoliosis, a marked decrease in the passage 
of air into and out of the lungs is to be expected, 
according to Powers and Himmelstein (J. Thoracic 
Surg., 22:45, 1951). It is important to appreciate 
that an evaluation of therapeutic results after thor- 
acoplasty should not only include the effects of such 
surgery on cavity closure and sputum conversion, 
but also the resulting functional state of the lungs. 


Acute Thyroiditis 


A.tuoucu their experience has been limited (three 
cases), Reveno and Rosenbaum believe that anti- 
thyroid drugs are effective for the treatment of 
acute nonspecific thyroiditis (New England ]. 
Med., 245:364, 1951). 

The etiology of this rather unusual disease is un- 
known. It more commonly affects women than 
men, and about half the attacks follow an upper 
respiratory tract infection. The onset is sudden, 
pains appear in the front or sides of the neck, in 
the ears, or in the region of the jaw. Dysphagia is 
common, and pain, swelling, and tenderness de- 
velop over the thyroid gland. This swelling is dif- 
fuse and firm, and the overlying skin may become 
red. Fever is low grade and the pulse is often dis- 
proportionately fast (thyrotoxic?). The process re- 
solves in from one to several weeks, but tenderness 
may last for some time longer. In most patients, 
recovery is usually complete, with no apparent dam- 
age to the gland and no systemic disturbance. 
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In the estimation of Reveno and Rosenbaum the 
administration of antithyroid medication, such as 
thiouracil, is likely to shorten the course of the dis- 
ease to a considerable degree. Similar results have 
been reported by Crile with the use of small doses 
of x-ray therapy to the thyroid gland (Amn. Surg., 
127:640, 1948). 


Methimazole for Toxic Goiter 


A PRELIMINARY report of the effect of methimazole 
in the treatment of toxic goiter in twenty-three pa- 
tients, by Taylor and co-workers, indicates that this 
antithyroid drug may be superior to propylthiouracil 
(Am. J]. M. Sc., 222:138, 1951). The chief advan- 
tage of the new drug is the rapidity with which 
patients reach the euthyroid state (40 per cent of 
the time required with propylthiouracil). Recom- 
mended dosage: 10 mg. every eight hours; this 
dosage to be increased to a maximum of 15 mg. 
every six hours if the response is slow. 


Paget’s Disease of the Nipple 


THE more or less constant association of mammary 
cancer with Paget's disease of the nipple is well 
known. The exact relationship of the epidermal 
involvement with the deeper-seated malignant le- 
sion has never been clearly established. However, 
Dockerty and Harrington have recently reported 
what seems to be a critical observation (Surg., 
Gynec. & Obst., 93:317, 1951). They have studied 
seven cases of cancer of the breast in which there 
was only microscopic evidence of Paget’s disease of 
the nipple. The history and clinical findings in 
these cases implied that the glandular component 
of Paget’s combination had existed for months or 
even years prior to the malignant change in the 
skin. The evidence supports the concept of epi- 
dermal metastases from the deep-lying lesion. 


Hyperabduction Syndrome 


Recentty Beyer and Wright have reviewed the 
problem of neurovascular disorders arising in the 
shoulder, and have reported their studies of fifty- 
two patients suffering from the hyperabduction syn- 
drome (Circulation, 4:161, 1951). When the upper 
extremity is placed in a position of extreme abduc- 
tion, there is a tendency for the axial vessels and 
nerves to be compressed at one or both of two 
points. First, they are acutely compressed in the 
space between the clavicle and first rib; and second, 
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there is a tendency for the axillary artery and the 
nerves to be stretched under the coracoid process 
and behind the pectoralis minor. It is not surpris- 
ing, therefore, that more than 80 per cent of normal 
adults show some diminution in amplitude of the 
pulses in the arm when the extremity is in a posi- 
tion of extreme abduction. The term hyperabduc- 
tion syndrome should not be applied except in the 
comparatively smaller number of individuals in 
whom certain diagnostic criteria are met. Beyer and 
Wright suggest the following criteria: 

1. The presence of symptoms or signs suggesting 
some neurovascular disturbance of the upper ex- 
tremity. 

2. Demonstration that the pulse is obliterated in 
the position of hyperabduction. This is accom- 
plished by noting the intensity of the pulse in the 
patient whose arm is passively moved from a _posi- 
tion of comfortable abduction through a 180° semi- 
circle. 

3. Evidence that the patient assumes the position 
of hyperabduction for considerable periods of time 
either at work or in sleep. 

4. Cessation or marked diminution of sympto- 
matology following the abandoning of the position 
of hyperabduction. 

In the majority of patients with the hyperabduc- 
tion syndrome, the condition is related to the fact 
that they habitually sleep with arms overhead. In 
other instances the development of symptoms is re- 
lated usually to occupational factors. Symptoms are 
due partly to intermittent occlusion of blood supply 
and partly to compression or irritation of nerve 
trunks. The principal symptoms and signs include 
pain in some part of the upper extremity, numb- 
ness involving the fingers or hand, paresthesias 
usually consisting of the sensation of pins and 
needles, abnormal rubor of the hands on depend- 
ency, and a feeling of weakness especially when 
the arms are held in the hyperabducted position. 

In this article the authors report for the first time 
a definite relationship of Raynaud’s syndrome to 
hyperabduction. They noted this relationship in 
twenty of fifty-two patients. Factors that ordinarily 
precipitate symptoms of Raynaud’s syndrome, in- 
cluding cold and emotional imbalance, were active, 
but the manifestations were partly or completely 
relieved when the factor of hyperabduction was 
corrected. Rarely trophic changes (ulcerations at 
the tips of the fingers) were seen, and the authors 
have encountered four cases of axillary venous 
thrombosis associated with the hyperabduction syn- 
drome. They have also observed that the syndrome 


can produce marked aggravation of ischemia in a 
patient already having an occlusive vascular disease, 
such as thromboangiitis obliterans. 

Treatment consists in having the patient avoid 
hyperabduction of the arm. This usually entails 
education in new habits of sleeping or a change of 
posture during occupation. Although these meas- 
ures usually provide prompt relief from sympto- 
matology, there are some cases in which prolonged 
irritation of nerve trunks accounts for a delay in 
recovery, and there are other cases in which asso- 
ciated disorders, such as scalenus anticus syndrome, 


must also be corrected before full recovery is pos- 
sible. 


Cheyne-Stokes Respiration 


IN paTIENTS with cardiomegaly and prolongation of 
the circulation time, Cheyne-Stokes breathing tends 
to be self-perpetuating, according to Pryor (Circula- 
tion, 4:233, 1951). The slow rate of blood flow 
causes a considerable lag between the changes in 
ventilation and the corresponding alterations in oxy- 
gen saturation and carbon dioxide tension in the 
blood arriving at the chemoreceptors and respiratory 
center. Circumstances are such that periodic breath- 
ing can be started by a short period of hyperventi- 
lation. Conversely it can be eliminated by encour- 
aging the patient to breathe voluntarily at times 
when he would otherwise be apneic. General dis- 
comfort, conversation, and muscular motion will 
often eliminate cyclic breathing. A quiet environ- 
ment and sedation by a small dose of morphine will 
reduce such extraneous stimuli and will promote 
cyclic breathing. 


PABA and Cortisone for Arthritis 


Resutts of combined treatment with Cortisone 
and para-aminobenzoic acid in a group of fifteen 
patients with moderately severe or severe theuma- 
toid arthritis are presented by Wiesel, Barritt, and 
Stumpe (Am. J. M. Sc., 222:243, 1951). The Cor- 
tisone was given in daily intramuscular doses of . 
25 mg. each, and the PABA was given orally in 
divided doses up to a daily total of 12 Gm. It is 
known that neither drug alone is effective in these 
amounts for rheumatoid arthritis. Nevertheless the 
additive or synergistic effect of the combination was 
uniformly beneficial. The authors believe that the 
degree of success obtained in these fifteen cases 
warrants further and more extensive use of this 


method. 
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Pulmonary Arteriovenous Aneurysm 


Pucstey and Janes describe arteriovenous aneu- 
rysm of the lung as an anomaly of the pulmonary 
circulation in which a large vascular cavity, incom- 
pletely divided by septa, is in direct communication 
with dilated branches of the pulmonary artery and 
vein (Dis. of Chest, 20:117, 1951). A portion of 
the venous blood in the pulmonary artery passes 
through the aneurysmal sac to the pulmonary vein 
and is not aerated in the lungs. The blood is re- 
turned to the systemic circulation incompletely 
saturated with oxygen. The arterial hypoxia gives 
rise to secondary polycythemia, cyanosis, clubbing of 
the fingers, and dyspnea. 

About half of the patients have cerebral symp- 
toms such as dizziness, transient weakness, paresthe- 
sias, brief spells of inability to speak, and attacks 
of unconsciousness or convulsions. These cerebral 
symptoms are probably due to transient periods of 
increased cerebral anoxia. Small hemangiomas of 
the skin or mucous membranes of the nose or oral 
cavity are found in 40 per cent of the cases. Hemop- 
tysis occurs in about 25 per cent. In about two- 
thirds of the reported cases a murmur is heard over 
the site of the aneurysm. It is usually systolic but 
may be continuous. The chest x-ray reveals a dis- 
crete density. In the majority of patients the 
aneurysms are multiple. Surgical excision is the 
only method of cure. 


Employability After Myocardial Infarction 


Tue ultimate prognosis of 344 men who returned 
to work after acute myocardial infarction has been 
studied by Weiss and Gray (South. M. J., 44:312, 
1951). In a previous investigation these authors had 
learned that 76 per cent of patients who lived more 
than two months after their first myocardial in- 
farction made an economic recovery (J. Ky. State 
Med. Association, 48:216, 1950). 

All of the 344 men who were studied in connec- 
tion with the present report were seen in private 
practice. They represented all phases of economic 
life. The majority were in some aspect of business 
or professional activity, but about 23 per cent of 
the total were skilled and unskilled workers. 

The most informative portion of the study con- 
cerns 117 patients who were followed during a 
five-year period. Seventy-four (63 per cent) worked 
five or more years, whereas forty-three (37 per 
cent) ceased work either through death or by re- 


tirement within five years. 
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For the total group the major cause of death 
(about 90 per cent) was cardiovascular disease, and 
sudden or relatively sudden death was reported in 
25 per cent of the cases. Death from or retirement 
by cardiovascular disease was apparently not in- 
fluenced by the return to work. However, the au- 
thors emphasized that there are certain occupa- 
tional hazards which must be avoided by a patient 
who has had an infarction. In this connection, con- 
sultations with employers, personnel managers, and 
industrial physicians were valuable in establishing 
early rehabilitation. Because of the prevalence of 
sudden death (25 per cent of the death cases) men 
engaged in work hazardous to their fellow em- 
ployees or to the public were vigorously advised to 
seek other employment. 


Procaine Amide for Auricular Arrhythmias 


ALTHOUGH procaine amide hydrochloride (Pro- 
nestyl Hydrochloride) has been thought to have its 
chief effect on the ventricles, a report by McCord 
and Taguchi indicates that this drug has a potent 
influence also on auricular function (Circulation, 
4:387, 1951). The drug was administered intra- 
venously to twenty-five patients with supraventricu- 
lar arrhythmias. The dose ranged from 300 mg. to 
2,000 mg., and the rate of administration varied 
from 50 to 100 mg. a minute. 

Of sixteen patients with auricular fibrillation, 
restoration to normal sinus rhythm was effected in 
six, but in one patient this was of momentary dura- 
tion. In all cases of this kind in which the drug was 
effective, the auricular fibrillation was of recent 
onset. In four cases of auricular flutter, the intra- 
venous procaine amide did not abolish the arrhyth- 
mia. However, three patients with paroxysmal su- 
praventricular tachycardias were converted to sinus 
rhythm; and in two cases showing frequent pre- 
mature auricular systoles, the premature contrac- 
tions were eliminated in one patient and decreased 
in frequency in the other. 


Neuroappendicopathy 


NeurRomas are not unusual in the appendix, and 
probably are the cause for operation in a large num- 
ber of cases of so-called chronic appendicitis, accord- 
ing to Isaacson and Blades (Arch. Surg., 62:455, 
1951). Neuroappendicopathy usually produces a 
dull ache or discomfort in the right lower quadrant 
with slight tenderness at McBurney’s point. Nausea 
with or without vomiting may be present. Occa- 
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sionally the tenderness is severe, and there is asso 
ciated abdominal muscle spasm. Careful question- 
ing most often reveals a history of previous attacks. 
When appendectomy is performed the appendix 
often looks normal, and the pathologic report is 
usually negative or nondescript. The neuroma es- 
capes the pathologist because his examination of a 
normal-looking appendix tends to be cursory. 

The authors studied seventy-five appendixes, sur- 
gically removed because of clinically manifest ap- 
pendicular symptoms. In all cases the routine patho- 
logic report had been “no pathological diagnosis” 
or “fibrosis of appendix.” Special search revealed 
twenty-four neuromas in the group, an incidence 
of 32 per cent. It was possible to obtain follow-up 
reports in twenty-three cases, and in all but one 
there had been no recurrence of symptoms after 
periods ranging from four months to two years fol- 
lowing the operation. 


Detection of Amebas 


J. Kou, writing in the Journal of Tropical Medi- 
cine and Hygiene for November, 1950, stated that 
amebae can be recognized easily in the feces if one 
adds to the material a few drops of a solution of 0.9 
cc. of phenol. A little of the reagent is placed on 
a slide and a loopful of feces is mixed with it. A 
cover glass is applied and the preparation is ready 
for examination. The solution changes the refrac- 
tive index of the various cell structures, and in this 
way, the chromatoid bodies which are so impor- 
tant in identifying cysts of Endamoeba histolytica 
stand out clearly as rods, bars, or short spindle- 


shaped bodies. 


Intravenous ACTH 


RENOLp and co-workers report that administration 
of ACTH by intravenous infusion is safe, effec- 
tive, and economical (New England J. Med., 244: 
796, 1951). A dose of 20 mg. daily by this route 
gives results comparable to those obtained with 
doses of five to ten times this amount of the same 
material given intramuscularly. 

The technique is simple. Dissolve 20 mg. of 
ACTH in 500 ml. of saline solution or a 5 per 
cent solution of dextrose in water and give intra- 
venously over a period of eight hours. 

A similar experience is recorded by Mandel et 
al. (J.A.M.A., June 9, 1951), who recommend 
even smaller doses. 


Musical Aortic Regurgitation 


GELFaNp and Bellet who present a collection of 
eighteen cases of aortic regurgitation in which the 
murmur had a musical quality (Am. J. M. Sc., 221: 
644, 1951), confirm that this finding usually sig- 
nifies syphilitic heart disease, and may occasionally 
be seen in rheumatic heart disease. bacterial endo- 
carditis, and rupture of an aortic leaflet. 


Slipped Elbow in Children 


“SLIPPED ELBOW” is a fairly frequent traumatic 
condition, usually seen in a child under 3 years of 
age, according to Dr. Thomas McVeagh (Cali- 
fornia Med., 74:260, 1951). Commonly it results 
when the child is either lifted by one wrist or, 
while walking with his hand in that of an adult, 
stumbles and is supported by the adult pulling on 
the arm. 

Although the child refuses to use the arm, pas- 
sive motion of the injured elbow is not resisted, ex- 
cept supination. The mechanism of the injury ap- 
pears to be that of subluxation of the head of the 
radius. Sometimes this is reduced spontaneously. 
When it is not, reduction can be effected by gentle 
supination of the forearm, usually assisted by flex- 
ion at the elbow. 


Migraine and the Electroencephalogram 


M. D. Frrepman and J. B. Cohn, writing in the 
Ohio State Medical Journal (January, 1951), 
stated that whenever a patient, and especially one 
past middle age, is having very severe migraine 
which does not respond to Gynergen, and espe- 
cially when there is a family history of fainting or 
vile temper, or other more serious nervous diseases, 
one should order an electroencephalogram. If this 
should show an epileptic type of dysrhythmia, 


treatment with Dilantin is likely to work a miracle. 


Rheumatic Fever 


HIcHLicuts in a recent report of acute rheumatic 
fever in young adult white males by Hirsch and 
Flatt (Am. J. M. Sc., 221:599, 1951) were the 
tendency of the disease to run a benign course Cin 
contrast to experiences with rheumatic fever in 
childhood) and a surprising frequency of sinus 
bradycardia during the acute phase of the illness 
(58 per cent of all patients). 
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Information Please 


Nonspecific Chronic Prostatitis 


Q. What is the most effective treatment for: 1) nonspecific 
chronic prostatitis; 2) Trichomonas infestation of the male genito- 
urinary system? 


A. There is no effective treatment for chronic 
prostatitis in the sense that a permanent cure may 
be expected in the majority of cases. However, 
symptomatic therapy is effective in most instances. 
It consists of prostatic massage, given two to three 
times weekly with sufficient vigor to expel secre- 
tion. Firm, steady pressure, stroking downward and 
medially from the upper outer margin of the gland 
to its apex should be repeated three or four times 
on each side. Jabbing should be avoided, as should 
overly vigorous pressure, mindful of the fact that 
it is possible to traumatize the gland and to make 
matters worse. The weekly passage of a good-sized 
sound, say 24 to 28 French, may serve to massage 
the gland from within as well as to exclude ure- 
thral stricture. The instillation of %4 to % per cent 
silver nitrate into the prostatic urethra with a 
Guyon catheter (bulb-tipped) is popular, but its 
basis is questionable. A course of treatment should 
last for from three to six weeks, and should be 
followed by an occasional treatment, as symptoms 
require. 

Antibiotics are of value chiefly in the acute and 
subacute phases. Used in the chronic stage, they 
often clear the pus from the secretion, but relapse 
usually follows their discontinuance after a varia- 
ble interval. Aureomycin, terramycin, and Chloro- 
mycetin are most likely to be effective. 

One should not attribute vesical irritation nor 
more than a minimal pyuria to a chronic prostatitis 
until a careful cystourethroscopic examination has 
excluded other causes, lest one treat a neoplasm of 
the bladder in this fashion. In general, massage 
and other local therapy should be stopped when 
symptomatic relief has occurred, and an occasional 
massage given at increasingly long intervals there- 
after. 


Rarely one will encounter a patient who will not 
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benefit by this regimen, or who will actually grow 
worse. Excluding errors in diagnosis, this sequence 
of events suggests the presence of chronic prostatic 
abscesses with or without stones. A well-done trans- 
urethral resection is curative in either situation. 
One must not forget that a tuberculous prostatitis 
may give atypical physical findings, and must be 
considered in resistant cases. 

Many textbooks still emphasize the importance 
of the elimination of foci of infection in the teeth, 
tonsils, etc., in the treatment of chronic nonspecific 
prostatitis, but evidence of the importance of such 
foci is lacking. 

There is no satisfactory treatment for infestation 
of the male genital system (usually the prostate 
and urethra) by Trichomonads. It consists essen- 
tially of that outlined for nonspecific prostatitis, 
supplemented by the administration of arsenicals 
(Carbarsone orally, or Mapharsen or neoarsphena- 
mine intravenously). It might be worth while to 
instill solutions of the arsenicals into the prostatic 
urethra as described above. One must, of course, 
make sure that the sexual partner of the patient 
does not harbor the parasites, thus making treat- 
ment of the male entirely futile. 


Dog Bite 


Q. What is the correct treatment for dog bite when the dog 
is known and in restraint? 

A. The correct treatment for a dog bite upon 
the trunk or extremities when the dog is known 
and is in restraint is the proper débridement, su- 
ture, and treatment of any other lacerated and in- 
fected wound. The treatment of a bite upon the 
face or neck is slightly different, in that wounds 
that may be contaminated with the rabies virus 
upon the head and neck should receive the Pasteur 
treatment, regardless of the condition of the dog, 
as their proximity to the brain means that the virus 
will travel to the brain much sooner than it would 
in a bite on the trunk or extremity. 

It is my impression, backed by information from 
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the virus institute in Alabama, that all bites on the 
extremity and trunk, where the dog is known and 
in restraint, should be treated conservatively, and 
if the dog survives fourteen days it should be con- 
sidered as not having had rabies at the time of the 
bite. This means that many patients may be saved 
the dangers of encephalitis and ascending myelitis, 
and still be adequately protected from rabies. If the 
dog dies during the fourteen days immediately fol- 
lowing a bite, the report of course will generally 
be positive when the head is submitted to a path- 
ologic laboratory, and the Pasteur treatment should 
be administered. 

Treatment with antibiotics, such as penicillin, 
sulfonamides, aureomycin, chloromycetin, etc., 
should be administered according to the type of 
wound, just as it would be in any other dirty, in- 
fected, lacerated wound, and with no idea that 
such treatment will affect the possibility of rabies. 

This has been a matter of treatment for the last 
10 years, and we have had uniformly successful re- 
sults. However, we have had one severe case of 
ascending myelitis and several milder neurologic 
manifestations when the dog had been killed or 
was not known, and it was felt the risk of not ad- 
ministering rabies treatment was much greater than 
the possibility of neurologic manifestations. 


Treatment for Infectious Hepatitis 


Q. What is the best treatment at the present time for infec- 
tious hepatitis? 


A. There is no specific treatment for infectious 
hepatitis. There is, however, excellent evidence to 
support the following regimen: 

(1) Strict bed rest until the patient is symptom- 
free and the laboratory tests have come within nor- 
mal range. Activity should be permitted then on a 
slowly increasing scale. At the sign of any clinical 
relapse, the patient should be put back to bed. 

(2) All alcoholic beverages should be withdrawn 
until the patient has been completely well for at 
least several weeks. 

(3) A very high-caloric intake should be insisted 
upon. If the patient is unable to eat, then it may 
be necessary to give glucose intravenously, espe- 
cially if there is severe anorexia. Salt intake bad 
best be kept at a minimum. For patients who do not 
eat for 4 or 5 days or who are malnourished to 
begin with, it may be necessary to resort to intra- 
venous feedings with amino acids. In some situa- 
tions, serum albumin, plasma, or even whole blood 


will be indicated. It is generally wise to aim for a 
diet made up of protein, 100 Gm.; carbohydrates, 
300 Gm.; and fat, 80 Gm. 

(4) Sedatives, opiates, and cathartics are gener- 
ally best avoided. 

(5) There is some slight evidence which suggests 
that aureomycin or terramycin is of some help in 
acute hepatitis. Their benefit, if any, is not due to 
any antiviral properties. Should these agents be 
used, then one must be on guard for anorexia and 
diarrhea produced by them in contradistinction to 
that which is a part of the hepatitis. 

In summary, however, bed rest, ample feeding, 
and the avoidance of alcohol are the principal 
therapeutic needs in the successful treatment of 
infectious hepatitis. 


Cleansing Abrasions 


Q. What is the preferable office method and material to be 
used in the cleansing abrasions, in children, of imbedded (a) 
gravel, (b) road tar, (c) grass stains—and of cleaning graphite 
(pencil) markings from puncture wounds? Is there any local 
application that is recommended to reduce the pain as the abra- 
sions are cleaned? 

A. The ordinary superficial abrasion in which 
there may be road tar or grass stains or finely di- 
vided dirt may be satisfactorily cleaned by using 
one of the many detergents now on the market with 
which is combined 1 to 2 per cent hexachloro- 
phane. Combinations of these can be secured in 
most pharmacies. Gentle application of this with 
gauze alternating with hydrogen peroxide is usu- 
ally effective and not unduly painful. Occasionally 
it is necessary to use a solvent for the road tar such 
as ether or benzine, both of which are rather un- 
comfortable and likely to be resented by the child. 

In case the abrasions are deep and gravel is im- 
bedded in the skin or under it, anesthesia (local or 
general) will have to be used since the removal of 
the gravel, which is obligatory, is a painful process. 
The use of gauze and the detergent and a scrub 
brush will usually remove the gravel, but in some 
cases where the gravel is deeply seated, the point of 
a scalpel may be necessary. 

Graphite pencil markings are a form of tattoo- 
ing, and if the pigment is in the depths of a punc- 
ture wound, excision of the discolored tissue is the 
only way to remove it. I do not know of any local 
application that will reduce the pain as the abra- 
sions are cleaned except the usual local anesthetics 
which are helpful only when injected. Tetanus 
antitoxin or booster doses of toxoid should be used, 
as judgment indicates. 
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Morphine for Coronary Occlusion 


Q. One school has taught in the past that morphine was a red 
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dangerous drug to give in coronary 
that it is the drug of choice. What is the panes status? 


A. It is difficult from the question above to know 
what “coronary attacks” means, but it is assumed 
that coronary occlusion and angina pectoris are 
under consideration. Morphine is one of the most 
important drugs in the management of coronary 
occlusion. It is employed for the pain in doses nec- 
essary to produce sufficient relief. It is not to be 
used, however, for angina pectoris, the drug of 
choice being nitroglycerin in this latter disease. 


Superficial and Puncture Wounds 


Q. What methods would you advise in treatment of superficial 
and puncture wounds, including those caused by animals? Please 
be as specific as possible about the use of tetanus toxoid and 
antitoxin. 


A. Brush burns are thoroughly cleansed, using 
local anesthesia if necessary, and treated with an 
ointment of sulfathiazole 10 per cent, urea 5 per 
cent, and USP cod liver oil ointment qs. Some 
cases—those apparently not infected—are treated 
with plain Vaseline gauze. Both of these ointments 
are applied on strips of gauze, covered with cotton, 
and pressure dressings are applied, just as for burns. 

Lacerations, whether caused by nail, glass, or 
other foreign body, or by an animal, are blocked, 
thoroughly cleansed, débrided so as to give a clean 
wound edge, and sutured primarily. Wounds that 
are débrided and sutured are treated with dry 
sterile dressings, and if a hematoma is anticipated, 
a pressure dressing is applied to control bleeding. 
This is particularly true of scalp wounds. Puncture 
wounds, whether caused by an animal tooth or a 
nail, are blocked with 1 per cent procaine solution. 
Since many of these occur on either the sole of the 
foot or the palm of the hand, they are carefully 
débrided, so that all the thick, dead layer of skin 
is removed and adequate drainage is obtained. Then 
the wound is thoroughly irrigated. In all such 
cases, penicillin, sulfonamides, or other antibiotics 
are administered as indicated. Puncture wounds 
from thorns are best opened widely, as these fre- 
quently give rise to an abscess if left closed (prob- 
ably due to a chemical on the thorn). Stab wounds 
frequently require widening under anesthesia 
Cusually local or regional procaine), to expose and 
ligate a bleeding point or to repair a tendon, a 
muscle, or rarely a nerve. 
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All wounds, whether superficial, puncture, or 
animal bite, are treated by the administration of a 
booster dose of tetanus toxoid if the patient has 
previously been immunized by means of the tox- 
oid. Otherwise the patient is skin-tested for sensi- 
tivity to horse serum, and 1,500 units of tetanus 
antitoxin is given, divided doses being used if the 
patient proves sensitive to horse serum. 


Mitral Regurgitation and Aortic Stenosis 


Q. What is the average life expectancy of a 30-year-old male 
with rheumatic mitral regurgitation and aortic stenosis—per- 
fectly compensated, no cardiac enlargement, and in perfect 
health otherwise? 


A. The average duration of life of a group of 
patients 30 years of age and having the physical 
signs described is approximately 15 years. The aver- 
age life expectancy, however, is no indication of 
the prognosis for individual cases of this type. IE 
there is no significant enlargement of the heart, if 
the arterial pulse is not modified by the aortic 
stenosis, if the electrocardiogram is essentially 
normal, and if there is no further recurrence of 
active rheumatic carditis and no complication by 
subacute bacterial endocarditis, the patient may 
live to be 65 or 70 years of age. With enlargement 
of the heart, a diminished arterial pulse, and a 
“strain pattern” in the electrocardiogram, the pa- 
tient is not likely to live beyond the age of 35 or 
40 years. The prognosis may be changed at any 
time by the development of rheumatic carditis or 
subacute bacterial endocarditis, the additional myo- 
cardial damage so incurred usually causing con- 
gestive failure and death within three to five years, 
or much sooner, depending upon the severity and 
control of the aggravating disease. 


Congenital Genu Varum 


Q. A patient of mine, a fifteen and one-half year-old female, 
has congenital genu varum (moderate degree). She has a com- 
plex about the deformity and is about to have operative inter- 
vention. Would you please give me a resume of procedure and 
prognosis as to correction and length of incapacity? 


A. It is not uncommon to see females with a 
mild degree of genu varum who are very unhappy 
about it and desire to have their legs made straight- 
er. The only way to accomplish such a straighten- 
ing is by operative procedure. Open osteotomy 
above or below the knee, depending on the loca- 
tion of the bowing, is necessary. This involves con- 


siderable surgical risk, a long period of hospitaliza- 
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tion, and a long period of convalescence. In most 
instances, this is very unwise, except where there 
is a very noticeable deformity. The length of in- 
capacity as a rule is at least three months—and 
possibly six to eight months. 


Nicotinic Acid for Headaches 


Q. If most headaches are caused by vasodilatation and trac- 
tion on the vessels, why is headache improved with nicotinic 
acid which produces further dilatation; ergotrate working in 
exactly the opposite direction? 


A. We have a limited number of experimental 
observations which indicate that, although many 
peripheral vessels are dilated, many larger cranial 
arteries may actually be constricted, following ad- 
ministration of nicotinic acid to patients with mi- 
graine headache. 


Circumcision of the Newborn 


Q. Is there any logical and (incidentally) ethical reason for per- 
forming a circumcision on every male newborn—religion ex- 
cluded? 


A. I do not think there is any logical or ethical 
reason for performing circumcision on every male 
newborn (religion excluded). There is at least as 
much to be said against the practice as for it, from 
the viewpoint of “nervous reactions” or incidence 
of infection. Under “nervous reactions” I would in- 
clude the alleged relationship to masturbation. Ad- 
mittedly, a little patient who develops severe phi- 
mosis from edema or inflammation involving the 
prepuce might encounter some difficulty if this 
were neglected. On the other hand, there is less 
local irritation from rubbing of the underclothing, 
etc., when the foreskin is present than when it is 
completely removed. With proper personal hygiene, 
there is little chance of phimosis developing. 

We have always regarded the foreskin as having 
an important function in protecting the glans and 
urethra. If there are definite special indications for 
circumcision, partial removal of the foreskin may 
be desirable. Sufficient foreskin tissue should be re- 
tained to cover the glans. 


Gold Salts in Rheumatoid Arthritis 


Q. What is the modern concept of gold-salt therapy in the 
moderate or mild rheumatoid arthritis? 

A. Gold salts are effective, perhaps more so, in 
the less severe forms of rheumatoid arthritis. The 
only question is whether or not the use of a very 


dangerous drug such as gold would be justified in a 
mild illness. 

In view of the fact that rheumatoid arthritis in 
any phase is potentially a very serious illness, it is 
believed that gold salts are definitely indicated as 
long as all precautions to avoid toxicity are carried 
out. 


Hormones in Prostatic Fluid 


Q. Are there hormones of recognizable potency in spermatic 
and prostatic fluid? Can these affect the female in intercourse 
—as noted by blood absorption? What hormone changes occur 
in the woman during intercourse as a result of the act—response 
to? In man—absorption from woman? 


A. Prostatic fluid is necessary for the viability of 
spermatozoa and probably contains a hormone, or 
hormones, or some material essential for the integ- 
rity of the spermatozoa. It is not known whether 
the spermatic cord produces any hormone or not, 
but it also may produce material which is essential 
for the normal function of the spermatozoa. 

A set answer to the question of whether these 
hormones would affect the female in intercourse 
cannot be given at the present time, but it is entire- 
ly possible that absorption of material from seminal 
fluid deposited in the vagina has a beneficial effect 
on the female. It is uncertain just what hormonal 
changes occur in the woman during sexual inter- 
course. 

It is uncertain whether man absorbs fluid from 
the woman during intercourse, but it is also en- 
tirely possible that such may be the case. However, 
it appears probable that the main function of 
vaginal secretion during intercourse is that of lubri- 
cation. 


Duodenal Ulcer and Banthine 


Q. | have a patient with duodenal ulcer taking Banthine. Please 
give the approved dosage schedule for this drug, the length of 
time the drug can be administered, and the best hours of ad- 
ministration. 


A. The usual dose of Banthine is 50 mg. It can 
be given three times during the day and once or 
twice during the evening. It probably is needed 
most in the evening hours, and on going to bed 
the patient may be able to take 100 mg. Some per- 
sons when given 100 mg. get some unpleasant 
symptoms. The drug can be administered usually 
for weeks or months. Some men think that it is 
not much better than belladonna, while others 
think that it is much better. 
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Business and Econo 


HUMAN RELATIONS AND THE 


BY J. S. DETAR, M.D. 
Milan, Michigan 


Tue problems of the family physician in his rela- 
tions to his patients are basically the same as they 
were 100 years ago, but there is a tremendous dif- 
ference in the method and the speed of their so- 
lution. 

We are all familiar with the famous painting of 
the bearded doctor in his long frock coat and his 
stand-up collar, sitting by the side of the sick child, 
chin in hand. The child lies on pillows on two 
chairs. The father comforts the mother who lays 
her head on her arm, crying at a table in the back- 
ground. On the table is the proverbial bottle of 
medicine, the teacup, and the spoon. On the bench 
is the washbowl and the pitcher. The doctor is in 
deep thought. 

If the sick child has pneumonia, the doctor has 
only fresh air, water, aspirin, and prayer with 
which to treat her, plus perhaps skunk oil and mus- 
tard plasters. His greatest hope while he cogitates 
by the bedside is that his castor oil will work, and 
that God will be kind. He has no x-ray, no sulfa, 
no penicillin, no aureomycin, and no oxygen. 

Today’s family physician has hundreds of ad- 
vantages over his predecessor of 1850. His trans- 
portation responds to a key in the switch, with no 
horses to harness. His feet are warm without soap- 
stones and the traditional bearskin robe. He can 
see his sick patients in their farmhouses, traveling 
at 60 miles an hour, ministering to half a dozen in 
the time the old doctor with the stove-pipe hat took 
to drive his carriage five miles into the country on 
a single call. 


Based on an address before the Dale Carnegie Club In- 
ternational, Detroit, Michigan, June, 1951. 
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FAMILY PHYSICIAN 


And still, a hundred years later, the problems 
he is called upon to treat are much the same; just 
accentuated by the speed of living. The family doc- 
tor of today is able to trace 50 per cent of the ill- 
nesses he sees to emotional problems: problems in 
the home, caused by inadequate living space; prob- 
lems with the children, caused by the breakdown 
of close family ties and the substitution of material- 
ism for spiritual guidance, by the influence of low- 
grade radio and television programs; problems 
brought to the doctor by the husband whose ten- 
sion has caused high blood pressure while the real 
cause of his symptoms is his wife’s insistence on 
spending every afternoon at the bridge table, or at- 
tending the literary society, or making cakes for the 
benefit sale for the Society to Prevent Cruelty to 
Animals. The husband is thinking of some society 
for the prevention of cruelty to husbands, and 
comes to his family physician with just a headache 
—and no idea of the cause of it. 

Then, there is the wife who presents herself to 
her physician with complaint of dizziness and ring- 
ing in the ears, with indigestion, prickling in her 
hands and feet, and a feeling of “butterflies” in 
her stomach. Her physical examination is entirely 
negative; however, careful history-taking discloses 
that her husband feels that he must play poker 
with the boys from the office on Monday night; 
bowl with the Rotary Club on Tuesday night; at- 
tend a staff conference on Wednesday night; work 
late—she is not sure with whom—on Thursday 
night; and he comes home so tired on Friday night 
that he reads the funnies and falls into a snoring 
stupor in his armchair. 

These are problems of human relations of the 
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first water directly attributable to emotional dis- 
turbance and failure to adjust to the tensions of 
modern living. It is the family physician who is 
called upon to uncover the cause, and to point the 
way to their solution. 


Family Doctors or Specialists? 


One finds much discussion in the current press 
about the need for more family physicians—generai 
practitioners, to whom the entire family may go for 
advice, counsel, and treatment. One matron writing 
recently in one of the leading women’s magazines 
says: “My gynecologist refused to recognize me 
above the waist. My nose-and-throat man was total- 
ly oblivious of me from the neck down. I computed 
the cost of being examined in sections and said 
to myself, ‘What I need is an old family doctor.’” 

Specialists and family doctors alike agree that 
there is no question about the effect of the over- 
specialization of medical practice on the personal 
relations between physician and patient. Something 
has been lost, and both doctors and patients are 
anxious to see it returned. It is the close personal 
bond of trust and confidence which rewards the 
true family physician who not only treats the out- 
ward manifestations of disease disclosed by his 
stethoscope and otoscope, but who knows the fam- 
ily history and the home background, and who 
understands from his own personal observation in 
the home, the hereditary, environmental and emo- 
tional factors contributing to the disease picture. 

There is no question, either, of the value and 
the necessity for highly trained specialists. Com- 
prehensive medical care would be impossible with- 
out them. The field of medical knowledge has 
widened so rapidly during the past two decades 
that no man can hope to be an expert in more 
than one narrow segment of the whole. However, 
if the medical profession is to utilize to the fullest 
the advantages of today’s ultramodern scientific 
advances, it must be through a co-ordination of the 
work of the specialist in his narrow field, and the 
work of the family physician, the general prac- 
titioner, who must keep uppermost in his mind 
that it is the human being who has come to him 
for help—and not the human being’s separate parts. 

We have all heard it said in recent years that 
the family doctor is on the way out; that his place 
is about to be taken by the clinic, with the patients 
carrying his chart from specialist to specialist. It is 
true that the day of the old-fashioned family doc- 
tor who put his trust in calomel, strychnine, and a 


wise look is definitely over. In his stead we find 
today a general practitioner who is highly trained 
in the best medical schools in the world, and who 
keeps abreast of medical advance through continu- 
ing postgraduate study. 

A very interesting organization has sprouted 
among the doctors of America during the past four 
years. It is called the American Academy of Gen- 
eral Practice, and it consists entirely of family doc- 
tors who live in little towns and big cities from 
Maine to California. Started by a few physicians 
who held high the ideal of better serving the 
people, this group at the age of four has ballooned 
into a lusty infant of over 14,000 members. 

Last year these family doctors held a meeting 
in San Francisco. It is interesting to know what 
these family physicians talked about because the 
entire four-day meeting was concentrated on the 
problem of improving human relations. Much time 
was given to the discussion of family trends during 
the past generation, led by Dr. Paul Popenoe of 
Los Angeles. He pointed out that the prevailing 
trend in family life in America today is toward 
earlier marriage, fewer children, greater emphasis 
on individual self-expression rather than on family 
cohesion. He drew attention to the prevalence of 
psychosomatic symptoms caused by marital insta- 
bility, the dissatisfaction of many women with mar- 
riage, and the inadequate education of both sexes 
for family life. An understanding of the nature 
of such causes is vital to the family physician who 
endeavors to ferret out the basic underlying rea- 
sons for the symptoms which bring patients to 
doctors. 

Not a word was said during this discussion about 
Cortisone; there was no mention of ACTH, or the 
proper dosage of streptomycin. The family doctors 
of America were deep in thought about problems 
which the wonder drugs cannot cure: the problems 
of human relations as expressed in family living. 


The Third Party 


It is a difficult matter to conclude this considera- 
tion of human relations and the family doctor 
without reference to a threat—an ever-present threat 
to the intimate relationship between the physician 
and his patient—the threat of a third party to stand 
over them and between them. I refer to the Federal 
Government as that third party and to the system 
of socialized medicine commonly called compulsory 
medical care insurance—a system which would in- 
evitably alter the patient-physician relationship. 
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In the face of indisputable evidence of the fail- 
ure of socialized medical care in England to bring 
to the people the benefits so confidently promised 
by the politicians, there still exists in Washington 
a small but powerful group of individuals with 
millions to spend for propaganda, who are intent 
on foisting upon the American people a system of 
medical care which would sound the death-knell 
to the progress of American medicine. It can be 
said quite safely that the American people are 
better informed today than ever before of the threat 
to good medical care which is part and parcel of 
the system of socialized medicine fostered by Mr. 
Oscar Ewing and his entourage of propagandists in 
the Federal Security Agency. And it can be said 
just as accurately that the rank and file of the 
American people want no part of it. 

But it can also be added that we who would re- 
tain what is good in American medical care, and 
improve what is not good, must be on constant 
guard to preserve free and independent medicine, 
unshackled by the type of bureaucratic stagnation 
which appears to be unavoidable wherever the 
Federal Government assumes full control for the 
delivery of services. 


Community Health Councils 


On the other side of the ledger, even a cursory 
glance brings much encouragement. Much is be- 
ing done in the field of medical human relations. 
Doctors and laymen are working together for the 
improvement of the health of the people as never 
before. All over the country, in little towns and 
hamlets, and in large cities, people are forming 
community health councils, with public-spirited 
citizens, nurses, club leaders, physicians, public 
health directors, and sanitarians working out their 
own problems on a grass-roots level, without wait- 
ing for Uncle Sam to take over their responsibilities 
for them, and spoon-feed back to them pennies on 
a dole basis in return for dollars sent to Washing- 
ton to support the bureaucrats. 

It is highly encouraging, and a good omen for 
the improvement of human relations in the field 
of health, to see these little community health coun- 
cils function. They choose their own projects, and 
chart their own courses for the solving of their 
own problems. Within a hundred miles of Detroit, 
there are over 20 such community health coun- 
cils, each doing the health job its members consider 
most important for that community. One is working 
hard on the formation of a county health depart- 
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ment; one has been staging a school health pro- 
gram; one a mental health panel for parents. One 
council in a little town of less than a thousand has 
built a health center in order to attract a physi- 
cian to the community. 

These home-town groups have tackled dozens 
of local problems ranging from garbage disposal to 
fluorine treatment of school children. They are a 
hopeful sign in the field of medical human rela- 
tions. To me, they indicate an increasing faith in 


the attainment of social performance by free men 
acting together, without coercion, but with a free 
will and of their own volition. 

In these days of increasing dependence upon 
government, from subsidies to pensions, from gov- 
ernment medical care to government housing, these 
indications of a willingness and eagerness of local 
people working together on home-town problems, 
with local money and with local talent, stand out 
like a blooming rose in a bed of thorns. 

The family doctor in America today steps back 
and surveys the field—his own field of human rela- 
tions—and in general he is pleased with the out- 
look for the future. There will be more and more 
family physicians, and better trained family physi- 
cians, because the ordinary people of this nation 
want it that way. More and more time and study 
are being devoted to the problems of human rela- 
tions, of family relations, of personal relations. Evi- 
dence on every hand indicates that more doctors 
and laymen of all walks of life are working together 
to solve their community health problems. Indica- 
tions point to the continuation of medical care free 
from governmental dictation and political domina- 
tion. 

The family doctor of today is proud to be one 
of an army of 90,000 devoted not only to the cause 
of improving the health of America’s people, but 
also to the more difficult task of building a better 
tomorrow in the field of human relations. 
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BY RALEIGH ROSS 


Way should Mutual Fund shares be of particular 
interest to doctors? Possibly because the doctor’s 
time and attention is so concentrated upon his pro- 
fession, he welcomes anything that will conserve 
this time. Also because the doctor appreciates the 
value of professional service in any important field 
of endeavor and Mutual Fund shares assure such 
service in the field of investment. So . . . let’s look 
at Mutual Funds. 

The exclusive business of the Mutual Fund is to 
invest in securities. Income comes entirely from two 
sources: dividends or interest payments on securities 
it buys; net gains when it sells some securities at a 
profit. 

Therefore, when you invest in Mutual Fund 
shares you buy an undivided interest in a group of 
selected securities. You are taking advantage of the 
mutual idea in relation to your surplus funds, a 
good deal as you do when you buy insurance 
in a mutual company, or entrust your savings to a 
mutual savings bank. 

To put it another way, you have entered an in- 
vestors’ co-operative. A farmer's co-operative is 
formed when farmers place their crops in a com- 
mon pool and employ marketing experts to get the 
best possible return. Then they share in the net 
profits in the proportion which their respective con- 
tributions bear to the total. The experts you “em- 
ploy” are not primarily for marketing, but rather 
for selection of securities and for their continuous 
and experienced supervision. 

You have plenty of company because it is esti- 
mated that more than a million people (and nu- 


Diversification 


Steady Income 


Convenience 


Ready Marketability 


WHAT YOU SHOULD KNOW ABOUT MUTUAL FUND SHARES 


merous institutions), are owners of Mutual Fund 
shares, and this number is growing constantly. The 
total of the net assets of Mutual Funds is rapidly 
nearing the three-billion-dollar mark! 

What is the chief reason for this popularity? 

Without doubt, it is the feeling of the average 
investor that he needs broad diversification and pro- 
fessional investment management and the only way 
he can obtain these advantages, with a moderate in- 
vestment, is through Mutual Fund shares. 

These benefits should appeal especially to doc- 
tors, the majority of whom have neither the time 
nor the inclination to become skilled in the com- 
plexities of the investment market. 

Investing in these modern times, with all the 
comprehensive knowledge required, has become a 
profession just as truly as is the practice of medi- 
cine. This knowledge is essential not only relative 
to the proper selection of securities, but also in con- 
nection with the continuous supervision required. 
Mutual Fund management provides the investment 
experience so desirable for both of these functions— 
selection and supervision. 

Concerning the problem of the average investor, 
Louis D. Brandeis, late Associate Justice of the 
Supreme Court of the United States, in his book, 
Other People’s Money, wrote: “The number of se- 
curities upon the market is very large. For a small 
investor to make an intelligent selection from these 
—indeed, to pass an intelligent judgment upon a 
single one—is ordinarily impossible. He lacks the 
ability, the facilities, the training and the time es- 
sential to a proper investigation. Unless his pur- 


GP @ Volume IV, Number 6 


4 — 
a 
« 
104 
4 


chase is to be little better than a gamble, he needs 
the advice of an expert, who, combining special 
knowledge with judgment, has the facilities and in- 
centive to make a thorough investigation.” 

In addition to the professional “know-how” which 
their management provides, other factors that rec- 
ommend Mutual Fund shares include: ready mar- 
ketability; a steady income; and convenience in in- 
vesting. 

Diversification, however, is probably the most im- 
portant advantage. A Mutual Fund recently sent its 
shareholders a table showing how the assets of more 
than $100,000,000 were invested as to industries. 

For each $10,000 of assets: 

$26 was in automobile stocks 

$48 was in aviation stocks 

$504 was in bank stocks 

$199 was in building stocks 

. .. and so on. 

The management has invested in twenty-seven 
different industries, selecting the securities which it 
deems the most desirable within each of those in- 
dustries. 


Advantages Through Diversification 


Through a single modest investment in a Mutual 
Fund of this type, one may get more diversification 
than another investor who selects a million dollars 
worth of various corporate securities. 

In brief, through combining their savings, a large 
number of people may obtain the same advantages 
which the wealthy investor possesses. Some Mutual 
Funds own securities in 100 or more companies. 

If you prefer to diversify exclusively within an 
industry, you can find Mutual Funds which meet 
these requirements. 

You may, for example, want to invest in the steel 
industry. You may have read of the huge backlogs 
of unfilled orders, despite increased productive ca- 
pacity. You may feel that the supply of steel can- 
not catch up with the demand for many years. Yet 
you may hesitate between investing in U. S. Steel, 
or Bethlehem, or in the stock of other well-known 
steel companies. So you buy shares in a Mutual 
Fund that specializes in the steel industry and thus 
you acquire an investment interest in all the lead- 
ing corporations in this basic industry. 

You can make a similar selection in other fields 
of your choice such as: building, railroads, public 
utilities, insurance companies, banks, chemicals, 
television, and so on. 

You are following the old investment maxim— 
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“Don’t put all your eggs in one basket’—when you 
purchase Mutual Fund shares. And if the eggs in 
one basket are suddenly broken, no investor is seri- 
ously affected. 

For example, one large fund with shareholders 
well up in the tens of thousands has a five-million- 
dollar investment in the stock of American Tele- 
phone and Telegraph. Suppose some tremendous 
and unheard-of catastrophe should suddenly destroy 
all of A. T. and T.’s assets. Suppose the stock should 
suddenly become worthless. Then the loss of each 
shareholder in this mutual fund would be less than 
2 per cent of his investment. In brief, this would 
mean that if he had $1,000 invested in the Mutual 
Fund shares, his loss would be less than a 20-dollar 
bill! 

“But the reverse is also true,” you may object. “I 
must share income and profits with many people. If 
I happened to buy one of the fastest improving 
stocks in the Mutual Fund's portfolio, all the profits 
would be mine without being cut into by less for- 
tunate selections.” 

That is correct. But there is a big “if” in this 
proposition. You and other part-time investors are 
not likely, over a period of years, to make as profit- 
able selections as those which the management of a 
Mutual Fund would make, operating with expe- 
rience, collective judgment and plenty of time and 
facilities for investigation. 

Also, an average investor who held the identical 
stock that a Mutual Fund owned might not decide 
to sell at the strategic time. The Fund management, 
with a constant finger on market trends and corpo- 
rate prospects, is more competent to know when a 
particular stock should be dropped. 

The first thing to decide in considering Mutual 
Fund shares is: do you want to invest, or to specu- 
late? Is your emphasis to be on a moderate, but cer- 
tain, investment income, or on a larger but less 
certain income, with the chance of a speculative 
profit? There are Funds that cater to each of these 
objectives—and those in between. 

In the conservative category, there are “Balanced 
Funds” containing bonds and preferred stocks as 
well as common stocks. At the other extreme are 
the funds limited to low-priced common stocks of 
a frankly speculative character. 

When you have discovered a Mutual Fund which 
seems suitable for your purposes, you will want to 
assure yourself of the reliability and capability of 
its management. Your investment banker, or per- 
haps an officer of your bank, can help you in this 
regard. 


oe: 
2 
105 


Records Are an Open Book 


The records of Mutual Funds are largely an open 
book. By law they must make at least two reports 
a year... and most of them report quarterly. 

Investors in these shares derive a large measure 
of protection from the Investment Company Act of 
1941 which is administered by the Securities and 
Exchange Commission. It eliminated, for the future, 
errors and abuses frequently found in the old type 
of investment trusts. 

It provides, for example, that no Mutual Fund 
may offer its securities for sale to the public with- 
out access to initial capital of at least $100,000. 
Thus fly-by-night promotions are ruled out. 

It provides that the management must make a 
public statement of its basic policies. These cannot 
be changed except by a majority vote of the share- 
holders. 

When a shareholder desires to sell (redeem) his 
shares, the Act requires, in general, payment in 
full within not more than seven days after the shares 
are tendered for redemption. 

Is this, then, the perfect investment? Are there 
no defects? 

No investment can be absolutely perfect. Some 
brokers hold that it costs too much to buy Mutual 
Fund shares. Let’s go into this phase of it briefly. 


The buyer of Mutual Fund shares pays a price 
based on the net asset value plus a sales cost. This 
sales cost, or acquisition charge, is likely to be some- 
where around 7% per cent. This charge is usually 
about the spread between the bid and asked price 
quoted in the financial sections of newspapers and 
in financial trade journals. 

The selling price is based on the net assets at 
the time of sale Cin a few cases, a small additional 
charge is made for repurchase). So usually that 7% 
per cent acquisition charge covers both the purchase 
and sales cost of the shares. 

Considering all the advantages, is this cost too 
high? 

The annual expenses of most funds run well be- 
low 1 per cent of total net assets. For a $10,000 in- 
vestor this means 15c to 20c a day. 

Part of this expense is payment to a bank or 
trust company for acting as custodian of the Fund’s 
securities as well as for performing other specialized 
duties. 

Certainly full-time experienced investment man- 
agement has a price tag. But when you count the 
saving in time and effort on the investor's part, the 
total fee may be well justified. 

So, it would appear logical that Mutual Fund 
shares should merit the consideration of every doc- 
tor who has money to invest. 


GP @ Volume IV, Number 6 


. 
. 
PEDIATRICS 
a 
a” 
‘| JUDO => 
¢ —- 
A = 
106 


THE SOLUTION 


BY ROBERT COLLIER PAGE, M.D. 


THERE are many anomalies and contradictions in 
the working of our federal government, as you have 
seen, and not the least of these lies in the fact that 
in the movement for the reorganization of the fed- 
eral medical services, the 208,000 doctors of the 
country have not been consulted. 

As I have said previously, the nation’s health is, 
first of all, the doctors’ problem. The public health 
is their business. Their ranks are increased each 
year by the graduation of 6,000 students of 79 medi- 
cal schools. The annual cost of medical education 
in the country is $80,136,000. These statistics are 
cited in Medical Education in the United States. 
These young doctors plan a life of service to the 
ailing public, and they, with their eldzrs are prop- 
erly disturbed by unregulated operations of the gov- 
ernment in the field of health, and by the disloca- 
tion and maldistribution of doctors by government 
agencies. Therefore, in the forthcoming hearings 
on the reorganization bills (S.1140 and H.R. 3688 
and 3305) designed to streamline the confused 
setup of government medical agencies, the views of 
the medical profession will be essential and should 
merit attention. 

It is quite possible that if the doctors had been 
consulted in the expansion of the government medi- 
cal agencies, we might be in a very different situ- 
ation, but they weren't. 

The huge 2-billion-dollar structure, involving the 
care of 24 million citizens legally entitled to federal 
health service, was created and expanded, even in 
its professional and medical aspects, by laymen, ac- 
cording to the Commission on Organization of the 
Executive Branch of the Government. Certain doc- 
tors, like Dr. Paul Magnuson, former medical di- 
rector of the VA, raised protests against lay au- 
thority over purely medical matters, without avail. 
They were either ignored, or, as in the case of Dr. 
Magnuson, were summoned before the Senate Labor 
and Public Welfare Subcommittee, and summarily 


This is the third of three articles of a series on federal 
medical services by Dr. Page, who is chairman of the na- 
tion-wide Doctors Committee for Improved Federal Medi- 
cal Services. 
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DOCTORS AND THE FEDERAL MEDICAL 


dismissed by Gen. Carl Gray, Administrator of 
the VA. 

However, the Hoover Commission, when it sur- 
veyed the whole field of federal medicine with the 
mission to make recommendations for its improve- 
ment, realized the need for professional medical 
opinion, and, as a result, when it named the 17- 
man “task force” to carry out the actual investiga- 
tion in this area, eleven of the appointees were doc- 
tors and most of the others were experts in hospital 
administration. This is stated in Appendix O, Fed- 
eral Medical Service. 

So it was doctors who made this study and it 
was doctors who made the recommendations of the 
task force, which later became substantially the rec- 
ommendations of the Hoover Report. 

And unless we doctors follow through and see 
that this legislation, or some remedial legislation is 
enacted to correct the scandalous conditions of du- 
plication and waste in the federal system, laymen 
will again take over, and we could easily be right 
back where we started. 

I have told you what the Commission found—a 
vast, competitive organization of which the parts 
cared nothing about the whole, and where unnec- 
essary hospitals were constructed in inaccessible 
places to please some politician. And how, in a cut- 
throat competition, the various agencies competed 
for scarce medical personnel and enticed, by offers 
of higher salaries, medical personnel from commu- 
nity hospitals sponsored by the government under 
the Hill-Burton Act. This, also, may be found in 
Appendix O, Federal Medical Service. 

The Hoover Commission’s recommendations 
were in effect to cut through the red tape and abol- 
ish overlapping and agency competition by stream- 
lining the federal medical agencies in a single “De- 
partment of Health” having central control and 
authority in the management, purchase, supply, and 
construction of all the existing health agencies of 
the government. 

In stating these recommendations, the Commis- 
sion predicted that these results (which are stated 
in Medical Activities of the Commission), would 
follow their enactment: 
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The general standard of Federal medical care would be im- 
proved. 

There would be central supervision of major Federal care, 
public health, and medical research activities. Unified responsi- 
bility is the key to good management. The President, the Con- 
gress, and the public could look to one man for results. 

Construction costs could be standardized and reduced. 

Federal hospitals could be utilized to the fullest extent by 
eliminating present distinctions as to the particular types of 
beneficiaries for which each can care. After all, a patient is a 
patient whether he is a veteran, a merchant seaman, or in the 
Army, Navy, or Air Force. 

The medical manpower at the call of the Federal Government 
could be used to the fullest extent, and present deficits in 
skilled personnel could be greatly reduced. 

The need for any draft of dical 
peace would be greatly lessened. 

The cost of health and medical services would be clearly 
identified and known to Congress. 

The facilities of private hospitals and the skills of physicians 
in private life and in the universities could be utilized far more 
effectively than they are now. 


p in time of 


Let me remind you that unification of our fed- 
eral medical system is not an experiment. It is a 
fait accompli in Korea, where under the provisions 
of the National Security Act, the medical services 
of the three armed services were unified by the De- 
fense Department. According to Dr. Richard L. 
Meiling, the move has won general acclaim in the 
Korean war, where it has proved of great value in 
removing wounded men to the nearest military 
hospital, regardless of which branch conducted it. 

True, this application of the unification principle 
to medical services is limited. Nonetheless, it proves 
conclusively that different medical systems can be 
co-ordinated to give better, more efficient, and 
greater service to the sick and wounded. 

The Korean experience proves the worth of the 
Commission's plan and suggests, it seems to me, 
that its successful application in one area promises 
success throughout the federal medical system if in- 
telligently applied. 

The bills now before Congress contain the rec- 
ommendations of doctors who had in mind the ef- 
fects of the present system on the welfare of the 
whole people and on their own profession. It was 
considered highly desirable to explore the thinking 
of all the doctors and to bring this thinking into 
focus upon the legislative action before these bills 
come up for action. This was the motivation that 
resulted in the formation of the Doctors Committee 
for Improved Federal Medical Service. 

Mr. Hoover and Dr. Robert L. Johnson, presi- 
dent of Temple University and chairman of the 
Citizen’s Committee for the Hoover Report, asked 
me to undertake the formation of such a commit- 


tee. I was glad to do this, because I was concerned 
over the whole question of federal medicine and ap- 
prehensive over the possible fate of the proposed 
legislation in the hands of politicians and laymen. 

At a meeting held in my home in New York, we 
organized the committee and were able, at that 
meeting, to form an advisory committee of repre- 
sentative medical men from all parts of the coun- 
try. They represent all of the recognized branches 
of medicine. This is the Committee: 


Charles Fletcher McCuskey, M.D., Anesthesiology, Los 
Angeles, California; Donald M. Pillsbury, M.D., Derma- 
tology and Syphilology, Philadelphia, Pennsylvania; Sam- 
uel Arthur Garlan, M.D., General Practice, New York, 
New York; Rufus B. Robins, General Practice, Camden, 
Arkansas; Maxwell Myer Wintrobe, Internal Medicine, 
Salt Lake City, Utah; George Edward Burch, M.D., Car- 
diology, New Orleans, Louisiana; Richard Hale Young, 
M.D., Medical Education, Chicago, Illinois; Howard 
Christian Naffziger, M.D., Neurological Surgery, San 
Francisco, California; Charles Denton Kerr, M.D., Obstet- 
rics and Gynecology, Houston, Texas; Donald Marshall, 
M.D., Ophthalmology, Kalamazoo, Michigan. 

Lewis M. Overton, M.D., Orthopedic Surgery, Albu- 
querque, New Mexico; Clair Michael Kos, M.D., Otolaryn- 
gology, Iowa City, lowa; Thomas Byrd Magath, M.D., 
Pathology, Rochester, Minnesota; Lee Palmer, M.D., 
Pediatrics, Louisville, Kentucky; George D. Wilson, M.D., 
Physical Medicine, Asheville, North Carolina; James Bar- 
rett Brown, M.D., Plastic Surgery, St. Louis, Missouri; 
Brig. Gen. James Stevens Simmons, M.C., Preventive 
Medicine and Public Health, Boston, Massachusetts; Her- 
bert Spencer Ripley, M.D., Psychiatry and Neurology, 
Seattle, Washington; Arthur Bradley Soule, Jr., M.D., 
Radiology, Burlington, Vermont; Richard Kennedy Gil- 
christ, M.D., Surgery, Chicago, Illinois; Henry Swan, 
M.D., Thoracic Surgery, Denver, Colorado; Charles Rieser, 
M.D., Urology, Atlanta, Georgia. 


With this nucleus, we began the recruiting of 
state chairmen of the national committee and are 
fortunate at this writing to have state chairmen in 
44 states. They are, as you will see, a very represent- 
ative group of doctors. This is the list: 


Gordon M. Hankins, M.D., Fairfield, Alabama; J. B. 
Wharton, Jr., M.D., El Dorado, Arkansas; Thomas H. 
Bate, M.D., Phoenix, Arizona; Dwight L. Wilbur, M.D., 
San Francisco, California; Irving E. Hendryson, Denver, 
Colorado; M. P. Pitock, M.D., Bridgeport, Connecticut; 
W. Edwin Bird, M.D., Wilmington, Delaware; Elwyn 
Evans, M.D., Orlando, Florida; Bernard P. Wolff, M.D., 
Atlanta, Georgia; W. G. Hoge, M.D., Shelley, Idaho; Har- 
land English, M.D., Danville, Illinois; Joseph B. Davis, 
M.D., Marion, Indiana; William B. Bean, M.D., Iowa 
City, Iowa; Thomas Findley, M.D., New Orleans Louisi- 
ana; Cecil D. Snyder, M.D., Winfield, Kansas; Adrian H. 
Scolten, M.D., Portland, Maine; Wetherbee Fort, M.D., 
Baltimore, Maryland. 

Richard Warren, M.D., Dedham, Massachusetts; L. W. 
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Hull, M.D., Detroit, Michigan; C. D. Creevy, M.D., Min- 
neapolis, Minnesota; Herbert Randolph Unsworth, M.D., 
Pass Christian, Mississippi; Joseph C. Edwards, M.D., St. 
Louis, Missouri; Lynn T. Hall, M.D., Omaha, Nebraska; 
Fred M. Anderson, M.D., Reno, Nevada; Radford C. 
Tanzer, M.D., Hanover New Hampshire; Stuart Zeh 
Hawkes, M.D., Newark, New Jersey; C. M. Thompson, 
M.D., Albuquerque, New Mexico; Brittain Ford Payne, 
M.D., New York, New York; Westbrook Murphy, Ashe- 
ville, North Carolina; Duane F. Pile, M.D., Crosby, North 
Dakota; K. F. Swanson, M.D., Tulsa, Oklahoma; W. J. 
Weese, M.D., Ontario, Oregon; T. Grier Miller, M.D., 
Philadelphia, Pennsylvania; Hannibal Hamlin, Providence, 
Rhode Island; Vince Moseley, M.D., Charleston, South 
Carolina; Edward A. Rudolph, M.D., Aberdeen, South 
Dakota; H. H. Shoulders, M.D., Nashville, Tennessee; 
Chauncey D. Leake, M.D., Galveston, Texas; Theodore 
H. Harwood, M.D., Burlington, Vermont; E. Berkeley 
Neal, M.D., Roanoke, Virginia; Ernest Martin Burgess, 
M.D., Seattle, Washington; E. L. Gage, M.D., Bluefield, 
West Virginia; Russell F. Wilson, M.D., Beloit, Wisconsin; 
Russell I. Williams, M.D., Cheyenne, Wyoming. 


The Doctors Committee for Improved Federal 
Medical Services is in no sense a policy group. It is 
nonpolitical, nonpartisan. It requires no fee. It is 
purely temporary and was set up simply to find out 
what the doctors of the country think about the 
proposed reform of the federal medical system and 
to try and bring that thinking, whatever its nature, 
to bear upon the Congressional consideration of the 
problem. The Committee is not trying to proselyte 
for the bills. It is not so much concerned with what 
the doctors think about the subject as that they do 
think, and we hope, will make their opinions known 
to Congress. 

Information on this whole subject is available at 
the office of the Doctors Committee for Improved 
Federal Medical Services, 15 West 46th Street, 
New York 19, New York, and I suggest that you 


write for this material. There are three steps which 
the doctors can take in the solution of this national 
problem: 

1. Become informed and aware of the gross in- 
justices which have been imposed upon the medical 
profession and the public. 

2. Join the Doctors Committee for Improved 
Federal Medical Services. Try to stimulate discus- 
sion of this problem, and try to interest the medical 
associations to which you belong to hold open hear- 
ings on the subject. 

3. Write your congressman and the committee 
members about your opinions and recommendations. 

The doctors of this country, I believe, now have 
perhaps their last chance to use their influence 
to bring order out of the chaos of federal medicine. 
They obviously cannot all go to Washington to at- 
tend the hearings on the bill, but they can write. 

If the doctors do not co-operate to correct this 
vital situation, and the needed reforms are not car- 
ried out, they must be prepared to accept a part of 
the blame. Unless the job is done at once by doctors 
within the profession I predict that it will only be 
a matter of time before the medical profession in 
this country will find itself in exactly the same pre- 
dicament as the medical profession in Britain finds 
itself today—a predicament for which the British 
medical profession must assume the major respon- 
sibility. A change in government in Britain will 
have no effect on the nationalized scheme of medi- 
cal practice in that country. There is no road back 
to efficiency and private enterprise. Let us in 
America keep our ideal of private initiative and 
efficiency born of private enterprise. 

Are you doing your part to prevent an era of na- 
tionalized medicine here? 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. Op- 
pressive taxes will eventually destroy the freedom of our democracy. Let's do something about it! 


The Hoover Commission found, for example, that: 
Since 1913 the population of the United States has increased 50 per cent; but the number of 


federal employees has increased 400 per cent. 


GP @ December, 1951 


aie 
> 
| 


BY JOHN HUNTON 


Mepicav public relations, or the standing of the 
medical profession in the eyes of the public, has 
been a topic much under discussion in the past few 
years. Efforts of state and federal officials to foist a 
compulsory health insurance system on the people 
have served to accentuate the need of the medical 
profession to strengthen its community standing. 

Medical care, like commodities, has increased in 
cost over the years. New and more exact methods of 
diagnosis and treatment have lengthened the life 
span but, unfortunately, at increased costs. These 
costs have, in many instances, risen to levels which 
the ordinary man finds it difficult, if not impossible, 
to meet. 

This trend of better medical care—at higher costs 
—has of necessity produced criticisms of the medi- 
cal profession, not because doctors are responsible 
for all of the higher costs but because the doctor is 
the individual in direct contact with the patient, 
and therefore in position to receive adverse com- 
ments. 

Various means of meeting the public demand for 
availability of medical care at costs that can be met 
have been suggested and inaugurated. Principal 
among these is the development of voluntary health 
insurance programs which provide a budget-basis 
plan for meeting the major part of the cost, while 
retaining some financial responsibility on the part 
of the patient as a means of preventing abuse or 
overuse of the program. 

A new approach to this problem is now being 
undertaken by the California Medical Association. 
Based upon the philosophy that the physician ful- 
fills an essential public service and is thereby af- 
fected with a public interest, the California program 
seeks to eliminate the causes of public criticism of 
the profession. If such causes can be treated suc- 
cessfully, there would be little or no public inter- 
est in politically-inspired schemes of governmental 
medicine. Left untreated, these causes could well 
snowball into a public demand that medical care, 
like public utilities, be declared a matter in the pub- 
lic province which can be handled only through 
governmental control. 

In approaching the problems posed by this situ- 
ation, the California treatment would consist of two 
major objectives. First would be the provision of 


MEDICAL PUBLIC RELATIONS 


se SSS SS SS See ee =» 


We have a high regard for the ex- 
ecutive secretaries of the various state { 
medical societies. In the process of 
guiding their organizations through 
these parlous times, they have de- 
veloped a clear perspective and have 
learned some things 
about the medical profession and its 


fundamental 


problems. In the November issue, we 
presented “The Doctor and His Critic,” 
by the late Ray E. Smith, former ex- 
ecutive secretary of the Indiana State Medical Asso- 
ciation. 

This time we have asked John Hunton, executive 
secretary of the California Medical Association, to 
talk about another problem that affects all of us— 
medical public relations. 

Mr. Hunton is the executive secretary of the Cali- 
fornia Medical Association, a position he has held 
since 1940. He attended Philips Exeter Academy, 
Exeter, New Hampshire, and the School of Business 
Administration, University of Nebraska. He was for- 
merly a staff member of the Wall Street Journal, 
Pacific Coast edition. 


medical care for all the people, regardless of the 
ability to pay. Second would be the protection of 
the public against abuses by the profession. 

The first objective, medical care for all, would 
require organized efforts to see that every person, 
regardless of financial status, would be able to re- 
ceive medical care on a full-pay, part-pay, or charity 
basis. This goal is already being largely met through 
private physicians and county or other welfare fa- 
cilities. All the people are now receiving medical 
care through some source, whether they pay all, a 
part, or nothing for such care. If the medical so- 
ciety can organize this service, a guarantee of medi- 
cal care for all, regardless of ability to pay, can be 
given the public with complete assurance of success. 

The second objective, protection of the public ’ 
against abuses, must include protection against acts 
of malpractice, against unnecessary or incompetent 
procedures, against excessive fees, and against un- 
ethical acts. These protections require sound, im- 
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partial, objective medical organizational effort, al- 
ways with the public interest as the primary consid- 
eration. If medical societies are properly indoctri- 
nated and instructed in affording the public this 
type of protection against abuses, the second half 
of the program is complete and the public has been 
served. 

On this two-point approach, the California Medi- 
cal Association is establishing a staff of field rep- 
resentatives whose duties will be the education of 
physicians and medical societies in the techniques 
of meriting public approval. When such approval 
has been earned, the time will be ripe for an- 
nouncing publicly the positive accomplishments 
of the profession. Then the profession will have 
lived up to one fundamental of public relations— 
first do good or be good and then tell about it. 

The physician is granted the privilege of prac- 
ticing his profession by his state licensing board. 


TRENDS AND EVENTS IN THE 


Flood of Health Bills 


Returning to Washington soon after New Year's 
for another session, members of Congress will find 
considerable health legislation awaiting disposition. 
In the fortnight preceding their October adjourn- 
ment, a number of new bills were introduced by 
sponsors whose avowed intention is to press for 
committee and floor action upon them in 1952. To 
the extent that domestic issues may provide cam- 
paign fodder in next year’s national elections, it ap- 
pears that health and medical care problems will 
occupy a prominent position on the political horizon. 

Senator Herbert H. Lehman (Democrat, New 
York) introduced a bill to distribute Federal funds 
among the States enabling them to (1) defray medi- 
cal and hospital expenses for maternity and infant 
care in families of enlisted servicemen, and (2) as- 
sume payment of hospital bills incurred by wives, 
children, parents, and other legal dependents of 
servicemen. Each State would formulate its own 
administrative plan, subject to approval by Federal 
Security Agency. Washington would appropriate 
funds on a dollar-for-dollar matching basis. 

The same Senator, who is chairman of the sub- 
committee that handles health legislation, also filed 
separate bills for Federal financial aid to State and 
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Along with this privilege goes an obligation to the 
people of his state, the obligation of providing the 
highest quality of medical care, at costs which the 
people can meet and under conditions where the 
patient is protected against possible abuses. Organ- 
ized medical societies are in position to see that 
these obligations are met by their individual mem- 
bers, so that the public interest is well served and 
the public attitude preserved as a supporting force 
for the medical profession. 

The philosophy of this program will not be ac- 
complished overnight. It will require an educa- 
tional campaign which is destined to be slow and 
seemingly unrewarding. On the other hand, it 
promises results which will permit medicine to hold 
up its head in any company and to continue in the 
democratic manner which has made American 
medicine the finest the world has ever seen. Now 
is the time to get it started. 


ITAL 


local governments for study and prevention of 
chronic diseases; subsidies to outpatient clinics in 
hospitals and health centers, and loans to assist in 
establishment and operation of medical care co-op- 
eratives and group practice organizations. 

Also introduced late in the Congressional session 
was a bill co-sponsored by Senators Lister Hill 
(Democrat, Alabama) and George D. Aiken (Re- 
publican, Vermont), the objective of which is max- 
imum coverage of the population in voluntary, pre- 
payment health insurance plans through Federal 
subisdization of such nonprofit plans. 

Obviously it is impossible to predict, or even spec- 
ulate intelligently, on the fate of these and other 
controversial measures in the forthcoming session 
of Congress. Apportionment of Federal funds, how 
the public reacts to arguments for and against in- 
creasing government participation in the health 
field, whether or not this type of legislation proves 
to have popular appeal on campaign platforms— 
these are a few of the imponderables in the picture. 
A swing toward the right was evident in the 1951 
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session of Congress, as manifested by its failure to 
enact any health legislation of national significance 
and application. While it would seem reasonably 
safe to assume that the Capitol lawmakers will con- 
tinue to pursue a conservative course, the vagaries 
that characterize a quadrennial election year could 
conceivably alter the pattern almost overnight. 


Medical Aspects of U.M.T. 
Holding a higher priority for Congressional ac- 


tion, in any event, is the matter of universal mili- 
tary training. The detailed report made public re- 
cently by National Security Training Commission, 
urgently recommending prompt enactment of 
U.M.T., emphasizes several points of interest and 
importance to medicine. One is expression of the 
view that trainees should not have the same status 
as servicemen with regard to eligibility for post- 
service medical and hospitalization benefits. Another 
that trainees receive complete medical, surgical, and 
dental attention from the military. The 5-man com- 
mission also recommended that premedical students 
be required to take their six months of military 
training before they begin professional training and 
that medical students be permitted to graduate be- 
fore being called upon to fulfill obligations to serve 
on active duty as Reservists. 


Features of New Drug Bill 
The Food and Drug Administration has begun 


setting machinery in motion for enforcement of the 
drug control bill signed by President Truman late 
in October. Now on the statute books, the new law 
permits pharmacists to refill prescriptions for non- 
dangerous compounds without the doctor’s approval 
but, on the other hand, tightens prescription control 
over barbiturates, antibiotics, and other drugs that 
are unsafe except when taken under professional 
direction. 

Restricted to sale by prescription only is any drug 
which “because of its toxicity or other potentiality 


HOSPITALIZATION AND SURGICAL CARE 
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for harmful effect, or the method of its use, or the 
collateral measures necessary to its use, is not safe 
for use except under the supervision of a practition- 
er licensed by law to administer the drug.” 

It is now legally permissible for the druggist to 
take a prescription over the telephone, provided he 
reduces it to writing promptly. Specifically pro- 
hibited, however, is the refilling of prescriptions, 
except with the attending physician’s knowledge 
and consent, calling for hormones, sulfonamides, 
barbiturates and other restricted drugs. By April, 
drug manufacturers will be required to label all 
such products with the legend: “Caution: Federal 
law prohibits dispensing without prescription.” 

The U. S. Public Health Service, which has pub- 
lished literally thousands of books and papers since 
its establishment in 1798, has just issued its first 
treatise on the subject of environmental health. It 
is a volume of authoritative material on “smog,” 
water pollution, home and factory safety, health 
problems of advancing chemical technology, pest 
control, etc. Copies of “Environment and Health” 
are purchasable (75 cents per copy) from Superin- 
tendent of Documents, Government Printing Of- 
fice, Washington 25, D. C. 

Government policing of the patent medicine and 
“health device” traffic is being intensified. This is 
principally in the hands of Food and Drug Admin- 
istration, which is on the alert for misbranding and 
deceptive labeling, and the Federal Trade Com- 
mission, which scrutinizes advertisements. FDA re- 
cently obtained a Federal court conviction of a Los 
Angeles woman chiropractor who marketed an ap- 
pliance that purportedly “tuned in” on cancer cells 
and other diseased tissues and promptly disinte- 
grated them. In November, FTC announced a pre- 
liminary decision prohibiting misrepresentation of 
the alleged therapeutic value of “Neo-Mineral.” 
The preparation must not be advertised, under 
terms of the trial examiner’s decision, as an effective 
treatment for “stomach and kidney ailments, consti- 
pation, bowel adhesions, rheumatism, arthritis, neu- 
ritis, lumbago, weak back, and leg pains.” 


INSURANCE 


end of 1950, 75 million people had some type of hospitalization insurance and 52 million were 


covered under surgical care insurance. 
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BY PAUL WILLIAMSON, M.D. 
Chief, Section on General Practice, John Gaston Hospital 


Organization and Objectives 


In rNAUGURATING a new program for the training 
of general practitioners, the University of Ten- 
nessee has the following goal in mind: Assign- 
ment of senior medical students for training in the 
general practice clinic with preceptor training by 
active general practitioners in the human side of 
medicine. 

The final term of the student’s schooling will 
be spent in part in a general practice clinic in the 
outpatient department of the medical center. Physi- 
cally this clinic will be equipped to resemble as 
nearly as possible the average small town office. 
It will have its own x-ray, laboratory, physiother- 
apy, and minor surgery units. These services will 
be performed under the direction of students ex- 
actly as they would be in a private office. 

Patients will be unselected, there being no 
limitation upon what type of disease is seen. In 
this there is an effort to avoid the usual course of 
seeing only preselected material. Each patient will 
see his own student physician each time he returns, 
and the student will be given an ample chance to 
evaluate any treatment that he may do. 

An effort will be made to eliminate completely 
the “buck-passing” that is so very common in 
larger outpatient departments. Each student is to 
be responsible for any patient that he may see and, 
while many referrals to the specialty clinics will 
be necessary, no referrals will be allowed until the 
student has exhausted his ingenuity in solving the 
problem presented. 

Staff physicians for the clinic will be accepted 
from among general practitioners of the area and 
will be asked to see that the operation of the clinic 
stays as near that of a private office as possible. 
Constant emphasis will be placed on patients as 
people and not as isolated sociologic or pathologic 
problems. 

It is hoped that each student will serve the func- 
tion of family doctor for those under his care, and 
patient preference for a particular student will be 
followed in all cases where possible. 

Students will not be in the position of watching 
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GENERAL PRACTICE TEACHING CLINIC 


others practice, but will be allowed to carry on an 
active general practice of medicine with the advice 
and counsel of supervising physicians. 

Not only will students benefit from such a clinic 
but the staff of general practitioners will, for the 
first time in recent medical education, enjoy the 
status of faculty members in a medical center. It is 
planned to open all instructional facilities of the 
center to physicians on the staff of the general 
practice clinics and to encourage their attendance 
at the various staff conferences. This represents a 
radical departure in favor of the general practi- 
tioner. 

The general practitioner is trained in a conglom- 
eration of specialty clinics and has, unquestionably, 
the best scientific training given in the world today. 
Yet seldom in the medical curriculum is an effort 
made to give him a coherent idea of the problems 
to be encountered in general practice. It is honestly 
felt that this general practice clinic will offer train- 
ing that is greatly needed. 

If, in addition, it is possible for each student to 
gain some insight into the problems of general 
practice and he is allowed an opportunity to gain ex- 
perience in dealing with such problems, then the 
clinic will have served a useful purpose. 

Plans are underway to expand this type of teach- 
ing should this clinic prove of definite benefit to 
students. Through such a program more emphasis 
is placed on the concept of training a family doctor. 


The Teaching Staff 


IN ESTABLISHING the general practice clinics at the 
University of Tennessee, two of the primary prob- 
lems have been the staffing of such a clinic and 
developing the best plan for the student-staff rela- 
tionship. It was felt that a general practice clinic 
would be a sterile undertaking if the students were 
allowed only to watch the practice of medicine. 
The immediate problem, then, was to achieve the 
most effective method for teaching the art and 
science of actual practice. Under our plan, general 
practitioners, selected as instructors, are expected 
to function as “older advisors” to the student. 
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It would be wrong to assume that the average 
general practitioner could demonstrate more scien- 
tific medicine than the specialists. However, stu- 
dents attend this clinic immediately before their 
graduation, after a thorough grounding in medical 
science from their experience and training in the 
specialty clinics. We want to give the student a 
chance to co-ordinate the knowledge gained from 
his time in the specialty clinics and to teach him the 
actual practice of medicine. 

Staff members are selected from the ranks of 
general practitioners in and around the city. Each 
man is expected to give two hours of one afternoon 
each week to the clinic. Each will hold the faculty 
rank of assistant in the general practice clinics. His 
actual job will be to act as supervisor to a small 
group of students. Each staff man will be assigned 
not more than four students. Under no circum- 
stance will the physician be expected to show the 
students how to practice. Rather, he will act in the 
position of “trouble shooter” and advisor. 

‘Plans for expanding the staff are now being for- 
mulated along two lines: First, general practitioners 
from surrounding towns within an area of 75 miles 
will be invited to join the staff. It is felt that many 
of these men will find it worth-while to become 
associated with the medical center. From our stand- 
point, the rural general practitioner should be a 
great asset to the clinic. We are training students 
for precisely his type of practice. We believe that 
active contact with such men will be ideal for the 
student, and it is not improbable that the general 
practitioner will advance his own knowledge from 
this experience. 

As a second method of expanding the staff, it 
has been proposed that general practitioners from 
the surrounding territory be invited to the medical 
center to serve in the general practice clinic each 
afternoon for one entire week. Their mornings 
and evenings would be left open to observe any de- 
partment of the center and to attend any confer- 
ences they might desire. At this time, the plan is 
being formulated whereby such appointments 
would be available each year. This would be an 
excellent opportunity for the general practitioner 
who is located far from the center. It would give 
him, in essence, a week of postgraduate study in 
addition to opening up a field of medical teaching. 

Another definite advantage would be the forma- 
tion of friendships between active general prac- 
titioners and students who will soon become physi- 
cians. The author believes this would offer an ex- 
cellent chance for many students to receive help 


and counsel in establishing a location for practice. 

This plan of bringing men from outlying dis- 
tricts into the medical center will not be activated 
for several months. One very gratifying part of 
such a plan has been the attitude of ignoring state 
boundaries and considering any man for appoint- 
ment who is close enough to make his appearance 
feasible. 

It cannot be denied that there is frequently a 
divergence of viewpoint between the rural physi- 
cian and the practitioner in a large city. To any 
thinking person, this divergence of opinion can 
only be a result of the misunderstanding of one 
another's problems. To rephrase this: The basic 
aims of the practice of medicine are identical 
throughout the world, but the means by which 
these aims are approached are variable and diverse. 
Bringing together rural medical personnel and the 
medical center group should do much to dispel 
any variances that exist. Too, this should be a 
great benefit to the student for he will become 
aware of the fact that each good physician still ob- 
serves the same basic ideals. 

The basic premises upon which such clinics 
must be established may be seen throughout this 
brief summary of the problem of staffing the gen- 
eral practice clinics. They are: 

1. The average general practitioner adds to the 
teaching of scientific medicine by his ability to aid 
in correlating already known facts. 

2. The general practitioner is, and should be, 
a splendid authority on the art of medicine. How- 
ever, recognition of this fact has been a sadly neg- 
lected part of medical education. 

3. A mingling of the viewpoints of the absolute 
scientist and the practical physician is desirable. 

4. The student should learn the value of prac- 
ticality in his clinical operation and his manage- 
ment of patients. In the general practice clinic, he 
will have an opportunity to do so. 

5. It should be demonstrated that the general 
practitioner, under propitious circumstances, ren- 
ders excellent medical service. 

6. Students should leave the clinic with a thor- 

ough knowledge of the general practice of medi- 
cine. 
With these facts in mind, we feel that only a 
staff of active family doctors would serve to achieve 
our goal. As it now stands, only such men will be 
invited to serve as instructors. 

The general practice clinics are a new departure 
in medical education. Suggestions and criticisms 
from readers will be more than welcome. 
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IN THE GRASS 


BY A. R. MARSICANO, M.D. 


Tue other evening while boning up on Anatomy 
via the Esquire Calendar I was violently aroused 
by a miniature tornado in the person of my young 
son who came ripping into the library preceded by 
his usual spine-chilling Comanche war whoop. He 
was so excited over something he had found that 
at first I was convinced he had managed to obtain 
a duplicate key to the vaults at Fort Knox and of- 
ficial permission to use it ad lib. When he finally 
came to rest atop of my desk, however, I noticed 
that what he clutched in his hot little fist was a 
small but evil looking snake. Abruptly I made a 
bee-line for the bathroom. 

Now some people are allergic to ragweed, missed 
periods, or income tax investigators. I am allergic 
to snakes, or anything that crawls, for that matter. 
I would not go so far as to say I am actually scared 
to death of the slimy things although I once passed 
dead away at the sudden sight of a coiled rope. I 
hasten to explain that such is not my usual reaction. 
A snake’s proximity is more apt to transform me 
into a state of petrifaction. On one such occasion I 
was soiled by a near-sighted dog who had not no- 
ticed that despite my immobility I was showing 
evidence of loss of sphincter control. This violent 
response is precipitated regardless of species of rep- 
tile. And that goes for the type exhibited in side- 
shows where common knowledge has it they have 
been de-fanged or de-sexed or whatever is done to 
the monsters to render them supposedly harmless. 

Regardless of what herpetologists proclaim, in my 
book there are only two varieties of the varmints— 
those that bite and those that do not. In any event 
the end result is virtually the same. The former 
can hurt me while the latter can make me hurt 
myself. Where snakes are concerned I am not one 
to engage in the exciting sport of differential diag- 
nosis. If you wish to get down on all fours to see 
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“Lord have mercy on your scientific soul!” 


if the beast has a diamond-shaped head or a pit 
between his gimlet eyes or is equipped with a hind 
end loaded down with maracas, just help yourself 
and may the Lord have mercy on your scientific 
soul. Me—I’ll run for it if I am afforded the oppor- 
tunity to see the scoundrel first. I am not ashamed 
to admit that this wariness caused me to flunk my 
Eagle Scout examinations some 30 years ago. 

It is my honest belief that I have come by this 
phobia through association rather than inheritance. 
As a young bucko I felt a strong compassion for the 
trials and tribulations of an uncle of mine twice 
removec. This distant relative was constantly 
hounded by two pink reptiles who had somehow 
attached themselves to him—dogging his every step 
unmercifully. As he explained it, these creatures 
although invisible to everyone else were very much 
real to him. In consequence, he always carried a 
flask of snake-bite remedy from which he repeatedly 
took a few prophylactic swigs against that inevita- 
ble dark day when his unwelcomed pets might 
turn upon him and try to do him in. Strangely 
enough, the more he imbibed of the amber liquid 
the healthier the snakes became. 
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So, now, many years later the memory of this 
persecution still burns vividly. I have studiously 
managed to avoid getting any nearer to these vipers 
than a television screen. However, early this spring 
my luck gave out and I was innocently stampeded 


“1 once passed dead away at the sight of a coiled rope.” 


into a closer association. Confession is good for the 
soul so I'll tell you about it. 

The evening started off normal enough. I recall 
I was just squatting down to the supper table think- 
ing how peaceful everything seemed to be when 
suddenly, from the neighboring yard there arose a 
blood curdling scream reminding me of that cry of 
anguish that reverberated from Republican head- 
quarters when the results of the 1948 elections 
were announced. It was like nothing human. For- 
saking my customary chicken-livered prudence, I 
found myself hurdling a low hedge and in a re- 
grettable moment was face to face with the cause 
of my neighbor’s hysteria. 

Coiled several paces in front of us was a huge, 
ominous reptile, two feet long if it measured an 
inch! 

Scared? I was practically incontinent. But what 
could I do? Like Caesar at the Rubicon, the ollia 
had been yacta. Wildly I groped for a suitable 
weapon to even up the contest. I was just on the 
verge of suggesting I hunt for one at the Village 


hardware store when some helping soul thrust a 
smallish garden hoe into my palsied hands. Perhaps 
such an implement might have been sufficient for 
some of you robust warriors but, brother, when I 
engage a snake in mortal combat I want to be 
equipped with at least a flame thrower. 

But the eyes of the neighborhood were upon me. 
It was kill or be killed. My first spastic parry missed 
the serpent by a scant 6 feet. My next super-human 
effort succeeded in dislodging a sizeable divot of 
prize bluegrass. So far, the snake had remained 
adamant. If anything, the monster seemed to be 
leering enigmatically at my lusty exhibition. This 
was too much. In a mad frenzy I struck again and 
again and again. Devoid of conscious control my 
hoe-wielding arm kept flailing the breeze like Tos- 
canini conducting the Storm Scene and Finale from 
William Tell. 

An eternity later, aching in every joint, I forced 
myself to take stock of the situation. My neighbor's 
lawn looked like the proving grounds for atom 
bombs and guided missiles. But, withal, the en- 
deavor could be chalked up as mission accom- 
plished. Gracefully acknowledging the skeptical 
thanks of my neighbor and the accolades of the 
small crowd that had been attracted by the com- 
motion, I started my magnificent victory march 
homeward. 

This was a grand, heroic thing I had done and 
my elation was difficult to conceal. I must admit I 
showed all the restraint of a drum major leading 
the Ohio State University All American Marching 
Band (my Michigan friends should please excuse 
the expression). But while I was proudly prancing 
I was busily thinking. After all that puny snake 
had not offered much of a fight. I felt the need to 
conjure up a slightly exaggerated version for the 
edification of my trusting wife. As usual her eyes 
shone with unadulterated hero-worship as I re- 
counted the hair-raising trumped up saga of my 
bare-handed conquest of a 90 foot, fire-breathing 
hydra. Just as I neared the bloody climax, how- 
ever, my irrepressible son bounded into the house, 
shouting: 

“Mommy, mommy—Daddy just killed a big 
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includes a superior antacid combination (magnesium 
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To Protect The Crater. And KOLANTYL includes 
a superior demulcent (methylcellulose, a synthetic 
mucin) which forms a protective coating over ulcer- 
ated mucosa. 


To Block Spasm. And KOLANTYL includes a 
superior antispasmodic (Bentyl) which provides 
direct smooth muscle and parasympathetic depres- 
sant qualities ....without “belladonna backfire.” 
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The Diagnosis and Treatment of Adrenal Insufficiency. 
By George W. Thorn, M.D. Pp. 182. Price, $5.50. 
2nd Ed. Charles C Thomas, Springfield, Ill., 1951. 


This brief monograph, one of the American Lecture 
Series, covers in a competent manner the fundamental 
principles involved in the diagnosis and treatment of 
Addison’s disease. Although this condition is encoun- 
tered only rarely by the general practitioner, its recog- 
nition in its earliest stages before the pigmentation, 
hypotension, anorexia, and other classical symptoms 
render the diagnosis obvious, is important. The special 
procedures now available which aid in this diagnosis 
are described clearly and fully. The various forms of 
treatment with diet, salt, desoxycorticosterone, cortical 
extract, and Cortisone used in therapy are also de- 
scribed in detail. With these measures properly ap- 
plied, it is now possible to maintain in good condition 
the patient suffering from adrenal insufficiency. The 
author’s wide experience in this field allows him to 
write authoritatively and with frequent reference to 
actual case records. The book has been printed beau- 
tifully and contains an adequate number of figures and 
a bibliography of 131 references but no index. 

It can be recommended unreservedly to the prac- 
titioner who has under his care patients suffering 
from Addison’s disease. 

Groitiman, M.D. 


Syllabus of Human Neoplasms. By R. M. Mulligan, M.D. 
Pp. 317. Price, $7.50. Lea and Febiger, Philadelphia, 
1951. 


This book of eleven chapters gives the pertinent 
pathologic facts about the more common human neo- 
plasms together with a brief correlation of their sali- 
ent clinical features. It is written in plain, simple lan- 
guage by an author who seems to have had a large 
experience in pathology. A bibliography is attached at 
the end of each chapter with reference by number. 

Definite statistics based on experience and cited 
references are given on age, sex, symptoms, signs, 
anatomic distribution of primary sites within organs 
and tissues, frequency and location of metastasis, and 
cure rates in the various types of tumors. Emphasis 
has been placed on the cell Cor cells) of origin of 
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each neoplasm with regard to histologic and embryo- 
logic derivation. Logical classification with a minimum 
use of new terms is used throughout. Each tumor is 
described both grossly and histologically, and the illus- 
trations (all consisting of original photomicrographs) 
are numerous and appear on the same or the next 
page to the text. 

The book is printed on excellent paper. It is rather 
monotonous to read, but is brief and authoritative, and 
is an excellent reference for medical students, interns, 
residents, and physicians in practice. 

—U. R. Bryner, M.D. 


Fractures, Dislocations and Sprains. By John Albert Key, 
M.D. and H. Earle Conwell, M.D. Pp. 1,232. Price, 
$16.00. 5th Ed. The C. V. Mosby Company, St. 
Louis, 1951. 


John Albert Key has for many years been clinical 
professor of orthopedic surgery at Washington Uni- 
versity School of Medicine and associate surgeon of 
Barnes, Children’s, and Jewish Hospitals in Saint 
Louis. He is one of the most pertinent critics among 
orthopedic surgeons and surgeons of trauma. 

H. Earle Conwell, co-editor with Dr. Key of this 
textbook, has had wide experience in the care of 
traumatic injuries. 

Thus, we have combined in the textbook the criti- 
cal judgment and the extensive clinical experience of 
both Key and Conwell in the care ¢f fractures, disloca- 
tions, and other trauma to the spine and extremities. 

The first edition of this—one of the best of all 
reference books on fractures and dislocations—was 
published in 1934. In the preface to the first edition, 
Key and Conwell state that the purpose of this text 
is to furnish a practical working guide in the treat- 
ment of fractures, dislocations, and sprains. This text 
also includes a separate chapter on the subject of in- 
juries as they are provided for by the Workmen’s 
Compensation Laws. Chapters dealing with fractures 
of the face and skull, and trauma to the brain have 
been written by specialists in those fields. 

This is the fifth edition of a textbook which has 
been popular with medical students, surgeons of 
trauma, orthopedic surgeons, and the orthopedic physi- 
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cians of the United States Armed Forces for almost 
two decades. 

In this fifth edition the authors have deleted many 
illustrations which seemed to be less valuable, and 
have shortened the text in an attempt to make the 
book less bulky. However, the total volume of this 
text is very slightly reduced over that of the previous 
edition because they have added many new illustra- 
tions and much material describing new methods or 
modifications of old methods. Among the more im- 
portant changes in this book are those of the modern 
treatment of compound fractures and an adequate de- 
scription of the use of medullary fixation of fractures 
of the femur and of the tibia. The changes in this 
text have been extensive, and the entire book has had 
to be reset. 

This is a textbook which cannot be ignored by any 
orthopedic surgeon or surgeon of trauma who wishes 
to have a complete library of reference books on the 
subject of the treatment of fractures, dislocations, and 
sprains involving the spine or extremities. 

—Epwarp L. Compereg, M.D. 


Toxemias of Pregnancy. By Hammond, Browne, and 
Wolstenholme. Pp. 280. Price, $4.50. The Blakiston 
Company, Philadelphia, 1951. 


This symposium offers the reader a well-planned 
and authoritative presentation of the complicated prob- 
lem of toxemias of pregnancy. In the series of papers, 
a remarkable range of knowledge and experience is 
covered. Leading pathologists, anatomists, physiolo- 
gists, biochemists, veterinarians, and clinicians—each is 
heard relating his own investigations, attempting to 
throw light on the pathogenesis of these disorders. 
There is a critical analysis of each man’s work, thus 
allowing the reader to formulate his own opinion. 

The program is well rounded and each paper is 
well written. This book not only gives the investigator 
a complete and comprehensive review of the subject, 
but will furnish him with many thoughts for future 
investigations. It will serve as an excellent reference 
for obstetricians and internists alike. Since emphasis 
is on the theoretical and investigational aspects, the 
symposium offers little to the general practitioner. 

—Francis A. Finnerty, Jr., M.D. 


Low-Sodium Diet. By Thurman B. Rice, M.D. Pp. 103, 
14 Food Charts. Price, $2.75. Lea & Febiger, Phila- 
delphia, 1951. 


It seems apropos that a manual on low-sodium 
diets should be written by a man named Rice. This 
becomes doubly interesting when we realize that Dr. 
Rice himself is on a low-salt regimen. From firsthand 
experience, therefore, he has written a readable guide 
in simple, nontechnical language for the layman who 
is on a restricted sodium intake, and for the house- 
wife who must prepare this food for him. In reading 
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new 1951 
YEAR BOOKS 


Invaluable aids to superior 
end results in daily practice 


Year Book of DRUG THERAPY 
Just Published!—A timely, in- 
valuable coverage of the year’s 
advances in inical use of 
drugs and pharmaceuticals — 
their pharmacology, action, dos- 
age, indications, contraindica- 
tions, toxic effects. Dr. Beck- 
man’s extensive personal evalu- 
ations add immeasurably to the 
book’s great daily usefulness. 
Edited by Harry Beckman, 
M.D., 550 pages, illustrated. 
$5.00, postpaid. 


Year Book of OBSTETRICS and 


GYNECOLOGY 


Just Published! — Dr. Green- 
hill’s skillful editing and de- 
tailed personal annotations 
make this one of the most pop- 
ular of all the annual Year 
Books—a truly necessary desk 
reference if your practice in- 
cludes these patients. Edited 
by J. P. Greenhill, M.D. 544 
pages; 134 illustrations. $5.00, 
postpaid. 


Year Book of PEDIATRICS 
Just Published! — The Ameri- 


can Journal of Diseases of 
Children says, “He who reads 
the Year Book of Pediatrics 
regularly will never be found 
lacking in knowledge of cur- 
rent developments.” Here, in- 
deed, is a complete, able re- 
view of the best in world pedi- 
atric journal literature, organ- 
ized and interpreted by Dr. 
Poncher. Edited by Henry G. 
Poncher, M.D. 441 pages; 99 
illustrations. $5.00, postpaid. 


The Year Book Publishers, Inc. 
200 E. Illinois St. 
Chicago 11, Illinois 


PUBLISHERS 


Please send me, postpaid, for 10 days’ free examination 


(J The New 1951 Year Book of Drug Therapy......... cae $5.00 
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the text, it becomes apparent that it is intended to 
supplement the doctor’s guidance and treatment, not 
replace it. No attempt has been made to tell the read- 
er when these diets should be used, modified, or dis- 
continued. Many pages are devoted to food charts and 
recipes to make the diet more palatable and the cook’s 
chore less tedious. Mashed potatoes are the acid test. 
If the cook can make them palatable without real 
salt, she is a wizard. 

Dr. Rice stresses the fact that from a practical stand- 
point it is not necessary to split hairs, calories, or 
milligrams in arranging a safe, effective diet. Never- 
theless, the same care must be exercised in tailoring 
a low-sodium diet to fit the needs of each individual 
patient as is devoted to selecting the proper diet for 
a diabetic. —A. R. Marsicano, M. D. 


Clinical Electrocardiography. By Ashton Graybill, M.D. 
Pp. 198. Price, $5.00. Thos. Nelson & Sons, New 
York, 1951. 


The purpose of this little book has been attained, 
namely, to present the electrocardiographic alterations 
caused by disease or disorders of the heart. Unfor- 
tunately, the author has also done what he admits, 
to give only “some consideration” to the basic concepts 
of electrocardiography. This is inadequate to educate 
the beginner in the intricacies of the subject. It is 
one thing to present the patterns of disease, and 
another and infinitely better one to teach the neophyte 
in cardiology how to interpret the electrocardiogram 
on the basis of electrophysics. This defect is exempli- 
fied by the arrangement of the subjects, which is con- 
fusing to one who is versed in the distribution of the 
cardiac electric field. 

The author has taken no stand on the designation 
of “ventricular strain.” It is high time that this mean- 
ingless term be discarded. Minor defects in the book 
could be enumerated. For instance, Figures 121, 122, 
123, and 124 represent anteroseptal infarcts and not 
“anterolateral” ones. A consideration of perhaps the 
most common and important condition, coronary artery 
disease, is relegated to the last place in the book. 

In spite of these and other shortcomings, the book 
on the whole is factually correct and tersely written. 
It represents one of the better texts based on the less 
modern method of teaching electrocardiography. 

—Wattace M. Yarer, M.D. 


The Physiology of the Newborn Infant. By Clement A. 
Smith, M.D. Pp. 348. Price, $7.50. 2nd Ed. Charles C 
Thomas, Springfield, Ill., 1951. 


The second edition of Dr. Clement Smith’s excel- 
lent book on the Physiology of the Newborn Infant 
brings the presentation of what is known about this 
interesting but difficult subject thoroughly up to date. 
Dr. Smith writes well, his style is easy to read, the 
book contains many valuable charts and tables, and 
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has an excellent index. Each chapter concludes with 
a well-written clinical summary which should prove 
helpful and stimulating even to those who have not 
been able to keep abreast of the terminology and con- 
cepts of modern scientific medicine, and who may find 
some of the text difficult to understand. 

The text embraces our present knowledge of the 
physiology of the newborn, including respiration, cir- 
culation, the blood, metabolism, various aspects of di- 
gestion and nutrition, renal physiology, and endocri- 
nology, and concludes with an interesting chapter on 
neonatal immunity. Physiology of the nervous system 
is omitted as the author remarks that he found it im- 
possible to deal with the subject in a satisfactory 
manner. 

The book is an authoritative summary of the au- 
thor’s wide clinical experience and research investiga- 
tions, as well as a comprehensive review of the most 
important literature on the subject. All practitioners 
who deal either with pregnant women or newborn 
infants and are curious about how the various func- 
tions of the infant develop in utero, at birth, and in 
the neonatal period should find much to satisfy their 
curiosity and stimulate their interest. 

—KaTHERINE Dopp, M.D. 


Bacterial and Mycotic Infections of Man. Edited by Rene 
J. Dubos, Ph.D. Pp. 785. Price, $7.00. J. B. Lippincott 
Company, Philadelphia. 


This volume, although it is widely used by and 
recommended for medical students in many of the 
leading medical schools, is not a textbook in the or- 
dinary understanding of the word. Certainly it can- 
not be called an elementary textbook in bacteriology. 
It is intended for the modern medical student and phy- 
sician with the background in biology, chemistry, and 
physics which is now acquired during premedical 
studies. Moreover, it will be appreciated most by the 
type of mature student and intelligent practicing physi- 
cian who is inquisitive and is, therefore, keenly in- 
terested in understanding the fundamental processes of 
disease. It is not intended for those who wish to learn 
merely by rote and memory, and hence prefer text- 
books in which specific details of information are 
easily accessible. 

This book does not begin, as many others do, with 
a systematic presentation of the classification of micro- 
érganisms and their differentiating biologic character- 
istics. While the introductory chapter is one on the 
history of bacteriology, most of the first part of the 
book is devoted to general discussions on the morphol- 
ogy and physiology of bacteria and to various aspects 
of host-parasite relations. There are, of course, chapters 
dealing with each of the important organisms or groups 
of bacteria, fungi, and molds which are pathogenic for 
men, but these are oriented to offer a better under- 
standing of the diseases which they produce as well as 
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in the office... 


sick people 
need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 
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Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
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Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
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the biology of the organisms which produce them. 
There are also some novel features for a text in medi- 
cal bacteriology; these include chapters on the prin- 
ciples of chemotherapy, the bacteriology of mucous 
membranes, the principles of sterilization, and one on 
epidemiology. 

The final chapter is on the cultivation and identi- 
fication of pathogenic bacteria. It contains general, 
practical suggestions which will be useful not only 
to the bacteriologist, but also to the clinician who 
should have some understanding of what the bacteriol- 
ogist has to cope with if he is to make the maximum 
contribution from the bedside. 

There are 34 contributors to this volume. Most of 
them are active investigators and leading authorities 
on the subjects with which they deal. The paper and 
typography are of unusually good quality, the tables 
and text figures are clear and well done, there is a 
good index, and each chapter contains a list of selected 
references. This book will be welcomed by all physi- 
cians who deal with infectious diseases. Its popularity 
is attested by the fact that it has already had its sixth 
printing since it first appeared only three years ago. 
The low price is made possible only by a sizeable con- 
tribution from the National Foundation for Infantile 
Paralysis, which also sponsored the companion volume 
on Viral and Rickettsial Infections of Man, edited by 
Dr. T. M. Rivers. 

—MaxweE Fintanp, M.D. 


Therapeutic Radiology. By George Winslow Holmes, 
M.D., and Milford D. Schulz, M.D. 121 illus. Price, 
$7.50. Lea and Febiger, Philadelphia, 1950. 


The specialty of therapeutic radiology in the past 
decade has become separated from diagnostic radiology. 
Therefore large radiotherapeutic centers have de- 
veloped in this country and abroad, and one of these 
centers is at the Massachusetts General Hospital, the 
home clinic of the authors. The authors have called at- 
tention to the fact that much of the curative attempts 
with radio therapy are done at these larger specialized 
centers for treatment of neoplastic disease. However, it 
is necessary for every general radiologist to do a certain 
amount of therapy in his practice of radiology. Most of 
this therapy is confined to palliation or treatment of 
skin and benign lesions. The purpose of this text is to 
acquaint the general practitioner of radiology with the 
methods used at the Massachusetts General Hospital, 
and the reader must remember that other methods are 
being used at other clinics with varying results, some 
of which may be improved methods. 

In addition to the differences in the technique of 
treatment, certain differences in philosophy and indi- 
cations for treatment exist between various radiother- 
apists. A characteristic example is in the description of 
postoperative treatment of carcinoma of the breast. The 
authors of this text are not convinced that postoperative 
radiation has increased the salvage rate in breast can- 
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cer to any degree, and recommend radiation treatment 
for breast lesions postoperatively only in a certain small 
group of patients. One indication they use for such 
treatment are those cases of carcinoma of the breast 
in which the surgeon is certain he has left disease in 
the operative field. Obviously these cases are the worst 
of the group, and those in which the poorest results 
are to be expected. It should be pointed out that if one 
is to make a comparison between those cases of carci- 
noma of the breast treated by surgery alone, and by 
surgery with postoperative treatment, such selection 
would of course invalidate the comparison, and the 
conclusions derived therefrom would be entirely falla- 
cious. Numerous articles have been published in the 
past demonstrating the value of postoperative irradia- 
tion in carcinoma of the breast. 

The discussion on carcinoma of the cervix is very 
complete, and a description of multiple techniques is 
included. The Manchester, England, technique of 
radium use is very well described. 

The text is recommended to radiologists who must 
do both diagnostic and therapeutic radiology, and to 
general practitioners who would like a “bird’s eye view” 
of the entire field in a compact volume. 

—Jack Frrepman, M.D. 


Basic Principles of Clinical Electrocardiography. Edited 
By Irvine H. Page, M.D., and A. C. Corcoran, M.D. 
Pp. 88. Price, $2.00. Charles C Thomas, Springfield, 
Ill., 1950. 


The authors’ interest in writing this small volume 
was to present the basic facts and principles pertaining 
to clinical electrocardiography, in a practical and un- 
derstandable manner. They went far in accomplishing 
this aim. 

The discussion deals with unipolar semi-direct leads, 
unipolar limb leads, and bipolar limb leads. The book 
is liberally illustrated. This possibly clarifies many 
points. The authors have refrained from spending un- 
necessary time on controversial points, and have at all 
times leaned toward the practical and away from the 
theoretical. 

The book is well printed and easily read. For stu- 
dents and for physicians who interpret electrocardio- 
grams, but who feel the need for a brief, relatively 
simple review, this book will be useful. 

H. Gorpon, M.D. 


Clinical Hematology. By Maxwell M. Wintrobe, M.D. 
Pp. 1,048 with 237 illus. Price, $12.50. 3rd Ed. Lea 
and Febiger, Philadelphia, 1951. 


Did you know that free hydrochloric acid was absent 
in 99 per cent of persons with pernicious anemia and 
in 84 per cent of persons with chronic hypochromic 
anemia? Did you know that liver, liver extract, B,,, 
and folic acid were valueless in chronic hypochromic 
anemia? You probably do. Then why is there so much 
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picture of an acne patient 


after Acnomel 


When you prescribe Acnomel, the complexion-conscious teen-ager receives an immediate “‘lift”’ 
because: 


1. Acnomel matches the skin and hides the lesions. Your patient appears in public 
without the stigma of unsightly blemishes. 


. Acnomel brings dramatic improvement, not in months or weeks, but in a matter 
of days. 


Acnomel is so effective—both therapeutically and cosmetically—that it is prescribed more often 
than all other ethical acne preparations combined. 
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A C | 0 i] p | a significant advance, clinical and cosmetic, 
in acne therapy 


*Acnomel’ T.M. Reg. U.S. Pat. Off. 
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prescribing of expensive and useless extracts and vita- 
mins? Probably because we lack the courage of our 
convictions, and our convictions are diluted by the 
pressures of advertising by pharmaceutical houses and 
the subtle persuasions of the detail men. 

Blood is one of the readily available tissues of the 
body for examination, and because it is a medium of 
transportation as well as a tissue itself, it frequently 
mirrors the body in health and disease. Therefore no 
other examinations can give so much information for 
diagnosis and therapy as the careful and appropriate 
examination of the blood when properly understood 
and interpreted. 

For more brilliant diagnosis, for more effective ther- 
apy, for more satisfactory understanding of bodily 
physiology in health and disease, the physician must 
maintain a constant alertness to progress in the field 
of hematology and must constantly reinforce his 
knowledge and convictions by referral to the best and 
most authentic literature. Clinical Hematology fills this 
requirement. The book is well indexed, well illustrated, 
and the mechanical set-up of the book is good. The text 
is well written and easy to read and follow. Dr. Win- 
trobe has attempted and accomplished a complete trea- 
tise on the physiology, pathology, and biochemistry of 
the blood and blood-forming organs in health and dis- 
ease and has made the information applicable to the 
practicing physician for his daily use. It is a pleasure 
to be able to recommend this book without reservation. 

R. Truman, M.D. 


The Kidney: Medical and Surgical Diseases. By Arthur 
C. Allen, M.D. Pp. 583. Price, $15.00. Grune & 
Stratton, New York, 1951. 


Nowadays, there is so much written on the many 
aspects of disease—pathologic, physiologic, biochemi- 
cal, and clinical—that the general practitioner does 
not have the time to assimilate and evaluate this 
knowledge, and to apply it to the handling of his 
patients. 

Dr. Allen, who is a pathologist at the James Ewing 
Hospital, does this for his readers. In clear, easily 
readable style, and with excellent photographs and 
illustrations, he discusses and evaluates the new facts 
and theories of the various renal diseases. He tells 
which new ideas he thinks are correct and promising. 

The book is divided into fifteen chapters, among 
which are descriptions of embryology, anatomy, physi- 
ology, uremia, malformations, diseases of glomeruli 
and tubules, interstitial nephritis, infections, pyelone- 
phritis, renal pelvic calculi, renal rickets, diseases of 
vessels, and tumors of the kidney. Each chapter con- 
tains a bibliography. 

This is a learned book and a beautifully illustrated 
one. Anyone who would like to understand renal dis- 
ease can find it well described here. 

—SamuEt Hyman, M.D. 
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Manual Therapy. By James B. Mennell, M.D. Pp. 64. 
Price, $2.25. Charles C Thomas, Springfield, Ill., 1951. 


This book discusses massage, passive, assisted, and 
resisted movement, and joint manipulation. It is not a 
treatise on the art of massage and other manual ther- 
apy but does more to justify the correct use of manual 
therapy. 

Mennell does explain some technique of this ther- 
apy and accompanies the text with a few illustrations. 
However, he is interested in pointing out errors of 
therapy and the why and wherefore of massage falling 
into disrepute. 

The author presents information which may be of 
interest to those doctors who have never been taught 
the principles of massage or joint manipulation or else 
who have forgotten that manual therapy still exists on 
occasion as a very desirable part of treatment. 

—Arruur N. Jay, M.D. 


Problems of Infancy and Childhood. Edited by Milton J. 
D. Senn, M.D. Pp. 181. Price, $2.50. The Josiah 
Macy, Jr., Foundation, New York. 


This small book is a report of the Transactions of 
the Fourth Conference on Infancy and Childhood 
conducted under the sponsorship of the Josiah Macy, 
Jt., Foundation, and it is a “verbatim report of the in- 
formal discussions” which took place at that meeting. 
The members of the group which met for that con- 
ference numbered some thirty people of various fields, 
such as psychiatry, anthropology, and pediatrics. Three 
general topics were considered at this conference, one 
entitled Cultural Determination of Parental Attitudes, 
a second one, A Consideration of Some Problems of 
Ontogeny of Family Life and Social Adjustments in 
Various Infrahuman Animals, and a third entitled, 
Working Toward Healthy Personality. One or two 
persons presented short papers on each of these sub- 
jects, and these papers were followed by a discussion 
with questions and answers, which were reported as 
delivered in an informal and extemporaneous fashion. 

The reader not familiar with modern terminology 
developed in psychology and anthropology and sociol- 
ogy, will find some of the going rather heavy in meet-. 
ing such expressions as avunculocal, aggression control 
training, quantification, “not necessary to introduce 
anal morality to produce a compulsive neurotic,” etc. 

The first section deals with a discussion of some re- 
searches made by observation of many primitive social 
cultures in an attempt to relate the habits found in 
these societies with the community’s habits of their 
children in regard to weaning, toilet training, aggres- 
sion, sex training, etc. The reviewer found, as might 
be expected, a very conscientious but rather strained 
attempt to adopt statistical methods and the techniques 
of controlled observations to studies of complex psycho- 
logic habits. The mixture of rigid statistical analysis 
and rather free speculation is probably necessary in 
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Lequired reading for the well. 


informed practitioner 


HEART DISEASE 4TH ED. 


by Paul D. White, M.D. Part of the material which has been 
included in the new edition is a fuller description of the three 
congenital heart defects along with the remarkable new sur- 
gical application for the correction of some of the difficulty in 
cyanotic cases; a further presentation of the new therapy of 
bacterial endocarditis; a more complete evaluation of the sur- 
gical treatment (sympathectomy) for high blood pressure; 
the introduction of a very important dietary treatment of con- 
gestive heart failure called the Schemm diet; and a satisfactory 
appraisal of the precordial leads in electrocardiography. 


Winter prob. $10.00 


THE MUSCULOSKELETAL 
SYSTEM 


N. Y. Academy of Medicine, 23rd Graduate Fortnight. THE MUSCULO- 
SKELETAL SYSTEM was selected for development because of its significance 
for present-day medical practice. This book enables the practitioner of medi- 
cine to acquaint himself with the advances which have been made in the treat- 
ment of rheumatic diseases and allied conditions; procedures for the rehabili- 
tation of victims of muscular, arthritic, and skeletal disabilities; and physiologic, “7 
metabolic, and therapeutic principles essential to an understanding of the en- 
tire problem. 


Winter prob. $7.50 


TONSIL ano ALLIED 
PROBLEMS 


by Roy H. Parkinson, M.D. This is the ONLY text to date 
that will give you satisfactory details, techniques, and dangers of 
complications in tonsillectomy—the most frequently performed 
Operational procedure. Dr. Parkinson, widely known in the oto- 
laryngology field, presents here an accurate, painstaking, and 
comprehensive study of the subject, including minute embryology, 
histology and anatomy as well as surgical anatomy and clinical 
applications. Over 200 illustrations. 


Winter prob. $12.00 


The Macmillan Company 
60 Fifth Avenue, New York 11 


Please send me, and charge my account, the books checked below upon 
publication. 


(J White: Heart Disgase, 4th ed. [1 N. Y. Academy of Medicine: THE 
MUSCULOSKELETAL SYSTEM Parkinson: ToNsIL AND ALLIED PROBLEMS 


Name 
Address. 


Nacmillan 
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these fields, but somewhat confusing to one trying to 
draw tangible conclusions from the discussions. 

The second section is a report of many observations 
of the social or psychologic habits of some of the lower 
animals. This will be, to the average medical reader, 
perhaps the most easily understood section of the book. 
No attempt to draw conclusions applicable to human 
society was, of course, made. The discussion centered 
about such things as the meaning of “instinct” and of 
inherited versus acquired early habits in lower animals. 

The third section consisted, first, of an essay on child 
rearing and child psychology. The reader should not 
expect to find any attempt at practical guidance toward 
handling the problems that the practitioner meets, but 
the discussion is, nevertheless, a conscientious and 
painstaking attempt to study the fundamental prob- 
lems involved here. It is impossible to outline ade- 
quately the scope of the discussion by any single illus- 
tration, but one example which is fairly characteristic 
was concerned with the question of whether love is an 
“instinct” or a “biological trait” or a “social need.” 

Much of the discussion undoubtedly was more in- 
structive to the participants than it could be to a reader 
not present at the meeting. The book is not one that 
would be of general interest to many medical practi- 
tioners, but only to those with special interest in the 
development of the field of child psychology and par- 
ent-child relationships. —James L. Wirson, M.D. 


Tobacco and the Cardiovascular System. By Grace M. 
Roth, Ph.D. Pp. 66. Price, $2.25. Charles C Thomas, 
Springfield, Ill., 1951. 


In the reviewer's opinion, this splendid little mono- 
graph dealing with a controversial subject of real im- 
portance belongs on every physician’s desk. Since this 
country is said to consume 358 billion cigarettes in one 
year, it might be well to have it available in every phy- 
sician’s waiting room. 

Many will be surprised to learn that, although the 
smoking of tobacco is a truly American custom, having 
originated with the Indians, cigarettes were introduced 
to this country by the English in 1850. Others will 
probably be disappointed in reading that Dr. Roth’s 
studies do not substantiate the common belief that 
drinking a cocktail or eating a substantial meal will 
nullify the adverse effects of smoking. 

This brief but comprehensive monograph is well 
written, and its text and tables are readily absorbed. 
The author herself has been an authority on this sub- 
ject for many years, having participated in much of the 
original experimental work relating to the physiologic 
effects of smoking on the cardiovascular system of man. 
A glance at the excellent bibliography will readily veri- 
fy this. 

Dr. Roth’s book is recommended to all physicians, 
including general practitioners and internists, but par- 
ticularly to those interested in cardiovascular diseases. 


—C. E. pe ra Cuapettre, M.D. 
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Chest X-Ray Diagnosis. By Max Ritvo, M.D. Pp. 558. 
Price, $15.00. Lea and Febiger, Philadelphia, 1951. 


This somewhat thick monograph deals with the 
x-ray diagnosis of diseases of the chest in a series of 
ten sections. These sections are headed as follows: 
lungs, mediastinum, diaphragm, pleura, bony thorax, 
soft tissues of neck, heart and great vessels, aorta, pul- 
monary artery, and pericardium. 

The greater portion of the book is concerned with 
pulmonary disease. The introductory section is sound, 
and the suggestions for methods of studying roent- 
genograms are well presented. Each pulmonary entity 
is discussed not only from the roentgenologic stand- 
point, but also from the clinical. Attempts are made 
to correlate the basic clinical findings with the x-ray 
changes. 

The section on pneumoconioses is well illustrated; 
many illustrations with good differential diagnostic fea- 
tures are included. The chapter on mediastinal tumors 
is well written. 

On the adverse side of the work one has the follow- 
ing comments. The author in the opening section deals 
with roentgenography before roentgenoscopy; this is 
perhaps the reverse of the ideal method of examining 
the chest. He implies, but perhaps does not stress suf- 
ficiently well, the need for thorough examination. Most 
physicians would not be content with a single PA film 
of the gastrointestinal tract, nor a single AP film of 
the urinary tract. However, all too many physicians 
ask their radiologic consultants to reach definitive con- 
clusions on the basis of a single PA film of the chest. 
Conversely, we would prefer that lateral and oblique 
illustrations accompany many of the PA illustrations 
used extensively throughout the book. This applies 
especially to the section on diseases of the heart. 

There are occasional statements in the text and 
legends which might bear revision in the next edition. 
On page 20 is an illustration of a rather overexposed 
roentgenogram of a young patient with the heading 
“Normal Chest”; it might more precisely be headed 
“Chest Negative for X-Ray Evidence of Disease.” Sim- 
ilarly, on page 96, is an illustration entitled “Bron- 
chitis.” It is generally accepted by most investigators 
that the diagnosis of bronchitis from a single PA chest 
film is not only hazardous but unwise. On page 97 ap- 
pears the statement, “An attack of acute bronchitis may 
reactivate an old inactive tuberculosis.” Even if cor- 
rect, the statement is rather tautologic. The illustration 
on page 478, “Myocardial Calcification,” is more sug- 
gestive of “Calcification of the Mitral Annulus” to 
this reviewer. Nevertheless, if the author has had au- 
topsy verification of the diagnosis, and it can be placed 
in more specific terms, this should be noted in the 
next edition. 

There is a fairly adequate bibliography for each 
main section. The volume is well printed and bound. 
The text should be of value to the student. 

—L. H. M.D. 
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OTHER INDICATIONS 


Amputation Stumps 

Burns 

Carcinomatous Ulcers 

Chest Surgery 

Decubitus Ulcers 

Diabetic Gangrene 

Empyema 

Infected Compounded 
Fractures 

Soft Tissue Abscesses, 
Sinuses, Fistulae 

Subcutaneous Hematoma 

Varicose Ulcers 


CARE OF CHRONIC OSTEOMYELITIS 


In chronic osteomyelitis, therapy that hastens recovery is an economy 
reflected in many ways. Tryptar is dramatic in reducing recovery time 
from years to months or even weeks. 

Tryptar, selectively, causes dissolution of necrotic tissue and removes 
debris without injury to normal tissue. With topical administration, 
Tryptar is non-toxic and completely non-antigenic. 

Tryptar in the treatment of osteomyelitis may be applied in the form 
of dry powder, in wet dressings, in gelatin capsules or by irrigation, 
depending upon the location of the lesion. 

Tryptar is supplied as a two vial preparation: one 30 cc. vial contains 
250,000 Armour Units (250 mg. of Tryptic Activity) of highly purified 
crystalline trypsin; the companion 30 cc. vial contains 25 cc. of Tryptar 
Diluent (Sorensen’s Phosphate Buffer Solution) pH 7.1. Plus plastic 
adapter for use with powder blower. 

*THE ARMOUR LABORATORIES BRAND OF PURIFIED CRYSTALLINE TRYPSIN 


THE ARMOUR LABORATORIES © cuHicaco 11, 
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Metabolic Methods. By C. Frank Consolazio, Robert E. 
Johnson, M.D., and Evelyn Marek. Pp. 471. Price, 
$6.75. The C. V. Mosby Company, St. Louis, 1951. 


This book contains precise and detailed information 
on a large number of chemical tests that might be per- 
formed in an office or hospital. It makes no attempt at 
covering all chemical tests which might be of value to 
the clinician, though excellent bibliographies are given 
for those tests not included. The book is strictly a 
“method” and not an “interpretation” book. It is lim- 
ited to methods which have been of great use to the 
authors in studying metabolic processes. It gives good 
descriptions of the actual methods of choice and pro- 
cedures for analysis for: (a) many body minerals (so- 
dium, potassium, calcium), (b) protein and nitroge- 
nous compounds (serum protein, albumin, globulin, 
hemoglobin, urea nitrogen), (c) carbohydrates, fats, 
vitamins, hormones and enzymes, (d) pH, blood gases, 
respiratory and metabolism lung volumes, cardiac out- 
put, and plasma volumes. Other function tests, related 
to kidney and liver, are also included. 

The illustrations are unusually clear. The introduc- 
tory chapter on instrumentation, in which the general 
principles of spectrophotometry, fluorometry, and flame 
photometry are given, is excellent. 

Despite the fact that the book is limited to only 
certain chemical measurements and that in some places 
there is emphasis upon field rather than office or hos- 
pital application, there is much of interest in the 
book for the general practitioner interested in chemical 


laboratory. —Juxius H. Comrog, Jr., M.D. 


Methods in Medicine. Edited by George Herrmann, M.D. 
Pp. 480. Price, $7.50. The C. V. Mosby Company, 
St. Louis. 


This second edition of Herrmann’s Methods in 
Medicine has been modernized. It is a manual of par- 
ticular value to the student and house officer. The 
book is divided into five principal sections which are: 
Methods of Routine Care Study, Clinical Laboratory 
Procedures and Tests, Methods of Clinical Investiga- 
tion, Therapeutic Methods, and Dietetic Methods. 
The Index is adequate and facilitates the use of the 
book as a reference manual. 

Dr. Herrmann has wide experience as a clinician, 
hence his judgment in selection of the most important 
facts for inclusion can be relied upon. His experience 
as a teacher has resulted in an orderly and well-orga- 
nized book. 

Methods in Medicine is a practical manual. It con- 
tains nothing that probably could not be found else- 
where, but in bringing out this publication as a fet- 
schrift in honor of the ninetieth birthday of Dr. George 
Dock, Dr. Herrmann has honored a great teacher by 
presenting a publication which, if used, will improve 
the medical standards of any medical service. 

H. Gorpon, M.D. 
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Dimensional Analysis for Students of Medicine. By 
Harold A. Abramson, M.D. Pp. 41. Price, $1.00. 
Josiah Macy, Jr., Foundation, New York, 1950. 


Biologic phenomena, particularly in the field of 
medicine, are often of such complex character as to 
discourage attempts at exact quantitation. Yet, the his- 
tory of science repeatedly demonstrates that quantita- 
tion and definitions in exact terms are powerful tools 
in the explanation and comprehension of biologic phe- 
nomena. 

Dimensional Analysis is a constructive attempt to 
develop an appreciation of the usefulness of exact defi- 
nitions of physical terms and of the physicist’s method 
of describing phenomena; it takes abstruse physical 
terms and defines them by means of dimensions, mass, 
length, and time. In his way, Dr. Abramson foresees 
even the psychiatrist using this language of precision 
when he expounds on psychodynamic theory and fact. 

The author’s message is clearly and concisely stated 
in a pleasant manner. It will be welcomed not only 
by instructors and students of medicine, but since it 
stimulates a fresh attack on many problems which or- 
dinarily are left vague and unsettled, it will be wel- 
comed by every thinking man. 

—Francis A. Finnerty, Jr., M.D. 


The Medical Clinics of North America. Mayo Clinic Num- 
ber; A Symposium on Diseases of the Kidney. Pp. 
1,228. Price, $11.50. W. B. Saunders Company, Phila- 
delphia, 1951. 


This issue is typical of the Medical Clinics of North 
America; the material is of high quality but the cover- 
age of the subject is neither complete nor organized. 
The volume is an accumulation of papers on diseases 
of the kidney rather than an attempt to cover the sub- 
ject “diseases of the kidney.” When one has read the 
book through, one has learned a great deal, some in- 
teresting, some practical, some academic; but most of 
the material is padded with too many words, history of 
the subject, embryology, and references to previous 
works. The whole book lacks the directness and prac- 
tical approach that those of us who are readers of GP 
are coming to demand of our medical literature. 

Reading is difficult because of the generally poor or- 
ganization of the papers. For example a paragraph be- 
gins, “The third type of retinopathy encountered. . . .” I 
have read from the beginning of this paper three times 
and still fail to find the “first” and “second” types of 
retinopathy. Carelessness of this sort is inexcusable in 
author or editor. There is much repetition as each 
author is on his own and little unification has been 
attained. 

The volume does contain much good material and 
I profited greatly by reading it, but in general, the prac- 
ticing physician, clinician, teacher, and student will 


: find the job of mining the nuggets from the verbiage 


dull and tiring. —Sranvey R. Truman, M.D. 
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RILO 


A potent hypotensive principle 
biologically standardized in mammals’ 


Veriloid produces a prompt and sustained drop in blood pressure in all forms of 
hypertension by peripheral vasorelaxation. Its action brings quick relief from the 
distressing discomforts due to elevated blood pressure. Reduced incidence of hyper- 
tensive headache and improved renal function and visual acuity promptly follow its 
administration. These effects are often experienced by the patient even before the 
blood pressure has been dropped significantly. The objective and subjective benefits 
accruing from Veriloid therapy can be long maintained, since tolerance to Veriloid 
is not prone to develop.?** 


Because Veriloid represents the purified hypotensive fractions of Veratrum viride, 
free from the undesirable inert material common to the whole plant, it is well toler- 
ated by most patients even in relatively large doses.**° Veriloid is biologically 
standardized in mammals for pharmacologic uniformity and is administered by 
weight—in milligrams, eliminating the natural variables affecting the potency of the 
whole dried plant. 

Dosage: The dosage of Veriloid varies with the individual, and even in the indi- 
vidual it may vary periodically. The usual daily requirement for Veriloid is 9 to 15 
mg., given in divided dosage three times daily, every 6 to 8 hours, the first dose to be 
taken after breakfast. The evening dose should be 1 or 2 mg. larger than the other 
two doses of the day. 


Veriloid is available in 1, 2 and 3 mg. scored tablets, in bottles of 100, 500 and 1,000. 


VERILOID-VPM 


Containing Veriloid (2 mg.), phenobarbital (15 mg.), and mannitol hexanitrate (10 mg.), 
Veriloid-VPM provides valuable sedation and the vasodilating action of mannitol hexani- 
trate. This combination usually makes possible reduced dosage without sacrifice of thera- 
peutic efficacy. Furthermore, phenobarbital adds the advantage of widening the spread 
between effective therapeutic dosage and the dosage at which side reactions occur. 


VERILOID WITH PHENOBARBITAL 


Veriloid With Phenobarbital (Veriloid, 2 mg., phenobarbital, 15 mg.) provides sedation 
without the action of mannitol hexanitrate. It is valuable when emotional tension must be 
controlled. 


RIKER LABORATORIES, INC. 
8480 BEVERLY BLVD. + LOS ANGELES 48, CALIF. 
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Anxiety and Autonomic Lability 


as the Basis of Functional Disorders 


Emotional —— to the stress of life is the pri- 
mary source of illness in a steadily increasing num- 
ber of cases. Weiss and English* estimate that as 
high as two-thirds of all patients have disorders 
due either entirely or in part to emotional factors 
and anxiety. Ebaugh? refers to anxiety as “. . . the 
universal disease of our times’’. 

Complete examination discloses no organic basis 
for the symptoms in these cases, yet the clinical 

icture may mimic a true organic disease. 

€ symptom-complex usually involves several or- 


gan systems.”** In such cases, the anxiety is chan- 
neled into organ dysfunction via the autonomic 
nervous system.” Some of the effects produced 
by exaggerated activity of a labile autonomic sys- 
tem are tabulated below. Many of these, it will be 
noted, are related to the symptoms which feature 
prominently in functional disorders. The symptoms 
in any one case are not necessarily limited to one 
organ system. Usually some are referable to sym- 
pathetic hypertonicity, others to parasympathetic 
hypertonicity. 


PARASYM- 
SYMPATHETIC SYMPTOMS OF 
ORGAN SYSTEM| HYPER- Ln FUNCTIONAL | AUTONOMIC 
TONICITY TONICITY DISORDER 
Belching pe 
Hypomotility Increased Salivation exhibits a clinic 
INTESTINAL |  HyPposecretion | 
i 5 i of no ani 
Rapid heart rate Palpitation unctional Disorder 
CARDIO Peripheral vaso- Stons heart rate | cious tachycardia can be facilitated 
Vv ‘ASCUL AR constriction blood Premature systoles | by use of the fol- 
Slight rise in me B.P. low in some; | lowing indications 
blood pressure P elevated in others | Of Autonomic 
Lability: 
Dry nasopharyngeal | Increased nasophar- | Dry mouth and ee eens 
mucous yngeal secretion throat Temperature 
RESPIRATORY membrane Bronchial constric- | Difficulty in Variations 
Bronchial tion breathing Changing 
relaxation Laryngospasm Sighing respiration Pulse Rate 
Deviations in 
etrusoe .M.R. 
—_ we Bladder detrusor Urinary frequency | Exaggerated Cold 
GENITO Ss eee” contracted ; Difficulty in Pressure Reflex 
Sphincter relaxed Oculo-cardiac 
Ureter tone and Dysmenorrhea Reflex 
motility increased | Menstrual Abnormalities 
irregularity Glucose Tolerance 
Alterations 


Primarily, the patient visits his physician out of 
concern over his symptoms. At this point, he is 
either unaware of his basic emotional problem or 
ignores it. A complete examination will rule out 
organic disease and thus reassure the patient. Then, 
treatment is directed along two lines: First, relieve 
the patient of subjective distress by drug therapy.* 
He will then be more cooperative in discussing his 
emotional problems. Then, having uncovered the 
basic problem, guidance is given toward correcting 


1, WEISS, E. 


This tabulation is based on data available in references 1 to 6 stated below. 


unhealthy situations and attitudes. 

*The fact that autonomic dysfunction plays a large 
part in mediating the disturbance suggests auto- 
nomic sedation. A number of independent studies 
indicate that this therapeutic approach is effective. 
8° The investigators used ergotamine tartrate (ad- 
renergic blockade), levo-alkaloids of belladonna 
(cholinergic blockade) and phenobarbital (central 
sedation) in the form of Bellergal tablets. The total 
effect is an integrated sedation of the entire A.N.S. 
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Academy Reports and News 


AMERICAN ACADEMY 


TUESDAY‘S SUBJECTS: 


Wuat do you do when Mrs. Jones comes to you, 
tearfully, and says: “Doctor, can’t you make John 
stop drinking?” For generations, physicians have 
winced whenever they heard this plea, for there 
seemed so little they could do that offered any 
assurance of constructive results. 

Today there appears to be a somewhat better 
prognosis for a reassuring answer to Mrs. Jones’ 
problem. We are beginning to develop a better un- 
derstanding of John Jones’ condition . . . to realize 
its medical and psychologic aspects, as well as its 
sociologic effects and disciplinary management. 

To bring us up to date on all phases of this prob- 
lem and to uncover the best possible answer to the 
question, the entire morning of Tuesday's program 
will be devoted to “The Problem Drinker.” As in 
any other disease syndrome, the first step is to clar- 
ify the etiology. So the session will begin with a 20- 
minute analysis of “Who and Why,” by Seldon D. 
Bacon, Ph.D., Professor of Sociology at Yale Uni- 
versity. Dr. Bacon’s discussion will deal with “what 
kind of people become drunkards—and what makes 
them get that way.” Dr. Bacon will point out that 
chronic alcoholism doesn’t “just happen” and _pro- 
vide his listeners with a number of important prog- 
nostic keys. Every family doctor who numbers al- 
coholism among his tougher patient problems (as 
who doesn’t!) will want to be in his seat in Con- 
vention Hall Ballroom promptly at 9:00 Tuesday 
morning. 

Having determined what makes the alcoholic 
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tick, the next step is to develop a rational regimen 
of treatment of the case. This will be presented ad- 
mirably by one of the nation’s top authorities—Dr. 
Harold W. Lovell, of New York City. The title of 
Dr. Lovell’s lecture will be “Medical Management” 
—a phase of the alcoholic problem to which this 
noted specialist in psychology and neurology has 
devoted years of study. Dr. Lovell proposes no mir- 
acle therapy, but will present certain definite pro- 
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cedures that can hasten the patient's return to phys- 
iologic normalcy. 

Perhaps the biggest problem, in dealing with al- 
coholism, is: “Having sobered up the patient, how 
can you keep him that way?” (Which, after all, is 
what Mrs. Jones asked you in the first place.) For 
the important answer to this third part of the in- 
ebriate trilogy, the Committee on Scientific As- 
sembly turned to the best known authority in the 
country—a man known only by his initials! Mr. 
W. G. W., co-founder of famous Alcoholics Anony- 
mous, will round out the formal lectures with a 
discussion of “Rehabilitation.” In the nation’s pro- 
fessional journals and lay press, and on the lecture 
platform, this man is known only as “Mr. W. G. 
W.” Adopted originally because anonymity per- 
mitted him a greater latitude of service, those ini- 
tials, together with “A.A.,” have become synony- 
mous with the “creed-technique” that has given 
emotional stability and new purpose to literally 
thousands of confirmed alcoholics. 

A problem as widespread and complex as that of 
“The Problem Drinker” inevitably will produce 
dozens of questions that should be answered. So— 
after the midmorning recess, the Committee will 
assemble a round-table panel which will include, in 
addition to the three early morning lectures, G. H. 
Gehrmann, M.D., Milton G. Potter, M.D., and the 
Rt. Rev. Clinton S. Quin of Houston, Texas. Dr. 
Gehrmann, outstanding gynecologist and obstetri- 
cian, will discuss aspects of alcoholism in women; 
Dr. Potter will point up industry's approach to al- 
coholism, out of his many years experience as medi- 
cal director of E. I. duPont deNemours Co.; while 
Bishop Quin is recognized as America’s leading 
clergyman in his intelligent, down-to-earth fight 
against the disease. 

To round out the panel, the Academy’s own Dr. 
Andy Tomb will serve as moderator. Dr. Tomb is as 
well known for his activities in behalf of “The 
Problem Drinker” as for his enthusiastic interest in 
the general practice of medicine. 

This morning will be, unquestionably, the most 
thorough seminar on diagnosis, management, and 
rehabilitation of alcoholics ever presented to the 
medical profession. And when the luncheon bell 
rings, don’t leave Convention Hall until you have 
studied three dramatic scientific exhibits on this 
same subject—one developed by the Western New 
York Committee for Education on Alcoholism; one 
by Yale University School of Applied Physiology; 
and the third by the National Committee on Alco- 
holism. 


Walter Dameshek, M.D., noted hematologist, 
will head discussion of “The Treatment and 
Mistreatment of Anemia” on Tuesday program. 


OBSTETRICS—1952 


An old midwife in the Tennessee Hills once 
said to an eager young doctor: “What's so new 
about babies? Women ‘uv been havin’ ’em ever 
since Eve!” But she didn’t realize that the medical 
profession has been developing new and better ways 
of delivering them, for the past 50 years. The year 
1952 is going to be no exception, and the family 
doctors who gather in the lecture hall the afternoon 
of March 25 are going to get an ear-full of “what's 
new about babies.” 

Dr. Robert B. Greenblatt, Professor of Obstetrics 
at the University of Georgia, will open the after- 
noon session with a discussion of “Common Con- 
cepts and Misconceptions of Sterility and Threat- 
ened Abortion.” 

Dr. Greenblatt reminds us that “every general 
physician who handles obstetric patients is con- 
fronted with these two problems.” What are the 
latest methods of determining sterility—what is the 
recommended medical treatment? What are the 
present concepts on the cause of abortion, and the 
latest developments in its management? How does 
one handle the adoption problem? These are only 
a few questions to which Dr. Greenblatt will pro- 
vide the 1952 answers. 

Relief of pain is one facet of obstetric care 
which would be most bewildering to our midwife 
acquaintance from the hills. Developments in this 
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field have come with such amazing speed and com- 
plexity, in the last decade, it is paramount that 
every physician attending deliveries be brought up 
to date on the subject. Dr. Edward B. Touhy, Pro- 
fessor of Anesthesiology at Georgetown University, 
talking on “Analgesia and Anesthesia,” will provide 
us with the answers to “the various types of anal- 
gesics and anesthetics in current use,” “the safety 
factor to both mother and child in using these 
agents,” “the probability of satisfactory results,” and 
“some concrete rules in administration.” The entire 
science of obstetrics points up to the mechanics of 
actually bringing a baby into the world with the 
fullest measure of safety to it and its mother. So it 
is the part of wisdom to frequently re-examine the 
techniques by which we achieve that end result. 
There is probably no one better qualified to bring 
us up to date on “Delivery Techniques” than Dr. 
Morris E. Davis of the University of Chicago. 

The lectures on obstetrics will be supported by 
three scientific exhibits of exceptional merit: “De- 
structive Operations in Obstetrics,” by Dr. F. H. 
Falls of the University of Illinois and Dr. Char- 
lotte Holt of the Illinois Public Health Depart- 
ment; “Fertility and Sterility,” by Dr. Walter W. 
Williams of Springfield, Mass., and “Pudendal 
Block Anesthesia” by Dr. Harley E. Anderson of 
Omaha, Neb. 


A. A. G. P. 


Building Site Purchased In Kansas City Cultural Center 


In mip-Octoser, under instructions from the Board 
of Directors, a special committee composed of Dr. 
U. R. Bryner, Treasurer, Dr. John R. Fowler, Na- 
tional Building Fund Chairman, and Mac F. Cahal, 
Executive Secretary, completed negotiations for the 
purchase of a plot of ground as the site of the new 
headquarters building. 

This property, 200 by 150 feet, is located at 51st 
Street and Brookside Boulevard, with the campus 
of Kansas City University stretching along the hills 
to the east, Kansas City’s splendid Art Museum, 
one of the most modern hospitals, and the famous 
Country Club Plaza only a few blocks away. To 
the north lie a new memorial boulevard and the 
location of the Midwest's largest commercial re- 


GP @ December, 1951 


NOW A LAND OWNER 


REMEMBER—Every Scientific Exhibit Is Inte- 
grated With The Lecture Program 


ANEMIA 


Following the afternoon intermission, Dr. Walter 
Dameshek will take over the speakers platform to 
discuss the “Treatment and Mistreatment of 
Anemia.” He is Director of the Blood Research Lab- 
oratory of the New England Center Hospital and 
Consulting Hematologist to the Surgeon General 
of the Army. Editor-in-chief and co-founder of 
Blood, the journal of hematology, he has written 
over 200 articles on the subject and has lectured 
extensively throughout the world. He is vice-presi- 
dent of the International Society of Hematology 
and has received numerous awards for research in 
his chosen field. 

Every general practitioner who wants to learn 
more about the treatment of anemia—who wants to 
guard against errors in its diagnosis and manage- 
ment—will want to be on hand Tuesday afternoon, 
March 25. 

Dr. Steven Swartz and Dr. S. R. Kaplan, of 
Hektoen Institute for Medical Research, Chicago, 
have developed a dramatic exhibit on “Iron Defi- 
ciency Anemia” which should be a must on every 
physician’s schedule. 


search center. A new shopping center is going up 
nearby and the location is excellently provided with 
transportation facilities. 

While no definite date has been set for the actual 
start of construction, the Academy’s architects are 
busy polishing plans for a dignified, modern struc- 
ture appropriate to the setting and to the rapidly 
growing organization which it will represent. As 
Chairman Fowler stated at the conclusion of the 
purchase negotiations: “Now we own a piece of 
ground; all we need is the prompt financial support 
of every member of the Academy.” 
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to establish 


your properties, in particular, make 
JP a drug of 
<= choice whenever a diagnosis of 
urinary-tract infection has been made. 
MANDELAMINE has a wide thera- 
peutic range, it retains its potency 
(even against organisms which have 
become resistant to other drugs), and 
it is relatively safe and simple to use. 


Never are such properties more desir- 
able than in the treatment of cystitis. 
It is therefore not surprising to find 
MANDELAMINE used widely, and 
with excellent results, in this disease 
(cf. Lowsley, O. S., and Kirwin, T. J.: 
Clinical Urology. Baltimore, The 
Williams and Wilkins Company, 1944; 
vol. 2, p. 1178). 


*MANDELAMINE is the registered trademark of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 


and maintain 


MANDELAMINE is also indicated in 
pyelitis, prostatitis, nonspecific ure- 
thritis, and infections associated with 
urinary calculi or neurogenic bladder, 
as well as for pre- and postoperative 
prophylaxis in urologic surgery. 


MANDELAMINE is available in 
bottles of 120, 500, and 1,000 enteric- 
coated tablets, through all prescription 
pharmacies. Literature and samples on 
request. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 
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1952 Scientific Assembly Program 


Monday—March 24 Tuesday—March 25 Thursday—March 27 


Wednesday—March 26 


The Problem Drinker 


, 9:30 Who and Why Progress in Medicine | Orthopedic problems 
Seldon D. Bacon, Ph.D. Recent Advances in Poliomyelitis in 
Physiology Childhood 
Medical Management Julius H. Comroe, M.D. wm. T. Green, M.D. 


REGISTRATION Harold Lovell, M.D. 


ie Rehabilitation Recent Advances in Painful Neck and 
Mr. W. G. W. Diagnosis Shoulders 


(Alcoholics Anon) Wallace M. Yater, M.D. J. Albert Key, M.D. 


OPENING OF 


SCIENTIFIC AND RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


TECHNICAL 


11:00 The Problem Drinker | Progress in Medicine | Orthopedic problems 
11:30 EXHIBITS Rt. Rev. Clinton S. Quin, D.D.. Recent Advances in 
Geo. H. Gehrmann, M.D. Therapy Painful Low Backs 
Milton G. Potter, M.D. John C. Krantz, Jr., Ph.D. David M. Bosworth, M.D. 


Seldon D. Bacon, Ph.D. ia 
Harold Lovell, M.D. 


11:30 Mr. W. G. W. Research Trends Painful Feet 
H Andrew S. Tomb, M.D. 
Cyril M. MacBryde, M.D. Rex Diveley, M.D. 


Call to Order—Welcomes 


gg RECESS FOR LUNCH 


Obstetrics—1952 


2:00 

You and Your Public Emotional Problems ich end 

John W. Cline, M.D. 

M.D. ans Selye, M.D. 

Louis B. Seltzer THURSDAY 


Rollen Waterson Analgesia and 
Anesthesia 


Leonard Read 


Edward B. Touhy, M.D. Practical Applications 
J. S. DeTar, M.D. 
Mod in General Medicine 
2:30 erator 
3:00 Delivery Techniques 


Morris E. Davis, M.D. 


RECESS TO VISIT TECHNICAL AND SCIENTIFIC EXHIBITS 


Problem Ages Information Please 
4:30 Teen-Agers Julius H. Comroe, M.D. 
O. Spurgeon English, M.D. Treatment and Mis- Wallace M. Yater, M.D. 
treatment of Anemia John C. Krantz, Jr., Ph.D. 
Cyril M. MacBryde, M.D. 
4:30 The Forties Walter Dameshek, M.D. | Hans Selye, M.D. 
5:00 Richard Kern, M.D. Jerome W. Conn, M.D. 
i Harry Gold, M.D., Moderator 
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Hotel Reservations at Atlantic City 


1952 Annual Scientific Assembly 
AMERICAN ACADEMY OF GENERAL PRACTICE 


Convention Hall—March 24-27—Atlantic City, N. J. 


® A Housing Bureau has been organized for the | accommodate other than national officers, two dele- 

Annual Scientific Assembly of the AMERICAN — gates from each state chapter, and distinguished 
ACADEMY OF GENERAL PRACTICE, March 24-27, guests in the Chalfonte-Haddon Hall Hotels. Officers 
1952, in Atlantic City. Since all requests for rooms of state chapters and others will be required to make 
are handled in chronological order, it is recom- individual requests which will be handled in regular 
mended that you sent in your application IMMEDI- — chronological order. 


ATELY. All reservations must be cleared through this 


In making hotel reservations, please use the blank HOUSING BUREAU. Please give DEFINITE DATE and 
below. In writing for reservations indicate your first, approximate hour of ARRIVAL, as well as DEPART- 
second, third, fourth, fifth, and sixth choice of hotels. URE, and list the names and addresses of ALL per- 
A limited number of rooms are available at the sons who will occupy the rooms requested, and the 


Headquarters Hotel. Therefore, it is impossible to type of accommodation desired. 


You will receive confirmation direct from the hotel accepting the reservations when made. 


AAGP HOUSING BUREAU Single rooms are limited 
MAIL TO: 16 Central Pier in number. Please arrange to occupy 
Atlantic City, N. J. twin-bedded rooms if possible. 


Please reserve the following: (See list of Hotel Rates) 


Fourth Choice 


Hotel Sixth Choice 


person(s). Rate $ to .-...per room 


(2 rooms with one bath) for.......... persons. Rate $ to $ FOOM 


Rooms will be occupied by: 
Name Street Address City State 


| 
| 
| ; 
MAIL 
THIS 
FORM ade. 
| 
AAGP Housing Bureau | (Please Attach List of Additional Names, If Necessary) 
| 
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< 
PACIFIC AVE 


ARCTIC 


ICHIGAN AVE 


ATLANTIC CITY 


IRKANSAS AVE 


Ri AVE 


ES 
MISSISSIPRP! AVE 
CALIFORNIA AVE C3 
1OWA 5 ave 
Gal 
BRIGHTON AVE 
Map Rooms with Bath MORRIS AVE 38 
No. Boardwalk Hotels Single Double 
4 
37 Ambassador, Boardwalk at Brighton... $6.00-11.00 $8.00-14.007 
Ti JER Avi < < 
19 Apollo, Boardwalk at New 4.00- 6.00 6.00-10.00 
SOVEREIGN AVE 3 
1 Breakers, Boardwalk at New Jersey... 5.00- 9.00 7.00-14.00 coics 
BOSTON AVE 
9-10 Chalfonte-Haddon Hall—No rooms available. Ee 
Reserved for Congress of 6.00-14.00 8.00-18.00T 
28 Claridge, Boardwalk at Park. 7.00-15.00 10.00-18.00 LA 
33 Dennis, Boardwalk at Michigan 6.00- 8.00 9.00-16.007 © Avsany ave. Co 
32 Marlborough-Blenheim, Boardwalk at Park... 6.00- 9.00 9.00-18.00t ES ae 
15 Mayflower, Boardwalk at Tennessee... . 5.00- 6.00 7.00-12.007 , = 
TRENTON AVE, 
14 New Belmont, Boardwalk at Ocean. 4.00- 5.00 6.00-10.00 
40 President, Boardwalk at Albany... 5.00-10.00 8.00-14.00t 
36 Ritz-Carlton, Boardwalk at Iowa 6.00-12.00 8.00-14.00t Street plen of Atlentic City, showing 
‘ie, 2 St. Charles, Boardwalk at St. Charles... 5.00-12.00 7.00-14.00 location of Housing Bureau hotels. 
5 Seaside, Boardwalk at Pennsylvania... 6.00-11.00 8.00-14.00f 
34 Shelburne, Boardwalk at Michigan. 6.00-16.00 9.00-18.00T 
26 Traymore, Boardwalk at Illinois. 6.00-14.00 8.00-18.007 


Map Rooms with Bath 
Rooms with Bath No. Avenue Hotels Single Double 
ins Avenue Hotels Single Double 11 Lafayette, N. Carolina near Boardwalk... 5.00- 8.00 8.00-14.00T 


21 Boscobel, Kentucky near Boardwalk...........$3.00- 4.00 $6.00- 7.00 18 Lexington, New York near Boardwalk. 6.50- 8.50 
lla Carolina Crest*, N. Carolina near Boardwalk 5.00- 7.00 7.00-10.00 25 Madison, Illinois near Boardwalk 7.00-10.00 
r . 4 Clarendon, Virginia near Boardwalk... 5.00- 6.00 7.00 20 Monticello, Kentucky near Boardwalk... 7.00 
7 Colton Manor, Pennsylvania near Boardwalk... 5.00- 9.00 7.00-12.00 3 Morton, Virginia near Boardwalk... 5.00- 7.00 7.00-10.00 
17 Columbus, Pacific at St. James Place 6.00- 8.00 12 Penn-Atlantic, Bacharach and S. Carolina 7.00 
29 Crillon*, Pacific at Indiaman. 8.00-10.00 31 Runnymede, Park near Boardwalk... .. 4.00- 7.50 6.00-10.00 
30 Eastbourne, Pacific at Park Place. 7.50- 8.00 13 Senator, S. Carolina near Boardwalk... 5.00- 7.00 7.00-12.00 
16 Flanders, St. James near Boardwalk... 5.00 7.00- 9.00 22 Sterling, Kentucky near Boardwalk... 4.00- 5.00 6.00- 7.00 
ail 6 Holmhurst, Pennsylvania near Boardwalk... 7.00- 8.00 The above rates are subject to 3% Municipal Tax 
23 Jefferson, Kentucky near Boardwalk... 6.00 7.00-10.00 *Rate Includes Breakfast. 
24 Kentucky, Kentucky near Boardwalk... 3.50 6.00- 7.00 + Parlor Available. 


GP @ December, 1951 


\\ 
\ 
< \ 
9 
CENTRAL PER 
| 
Ten 


| 
| 
| 
| 
L 


THE NEW 
SONOTONE 
“977” 


Imagine a hearing aid which automatically 
chokes off loud, uncomfortable sounds. No 
more fears of unexpected blaring from the 
radio, sudden shouting, factory or office 
clamor. You hear in relaxed comfort with the 
977” because the “Robot Sentry” is standing 
guard at all times—under all circumstances. 


To match this new Sonotone we have perfected 
our “Silver Anniversary” receivers. For air 
conduction the receiver is so small that it can 
be worn in the concha where it cannot be seen 
from the front or back. For bone reception the 
oscillator is unusually small and light and can 
be worn by many without a headband. There 
is also a new amplifier for helping under- 
standing over the telephone, a special attach- 
ment matched to the new circuit of the Sono- 
tone “977.” 


SONOFACT #5 


Any amplifier will give some help to most 
hard-of-hearing patients, but a properly fitted 
Sonotone will make the best possible use of 
the residual hearing available. Sonotone does 
not utilize one instrument to fit all degrees of 
impairment but offers three for best possible 
fitting. 


For complete information about the new “977” 


fill out this coupon. 


Dept. G-121 


SONOTONE CORPORATION | 


Elmsford, N. Y. 


Plea 
“977.” 


se send me complete information about the | 
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J. P. Sanders, M.D. 


Eacu YEar as we approach the Yuletide we realize 
more and more the importance of this great occa- 
sion. Now Christian peoples living within our midst 
realize the great influence of this on our American 
way of life. It is the greatest of all holidays. No 
other attraction can compete with it; picture shows, 
athletic events, and other forms of pleasure recede 
into the background in comparison with the Spirit 
of Christmas. 

All Christian nations over the world celebrate 
Christmas in some form or another. American 
people probably go to more trouble and expense in 
making a great show of this day than any of the 
other nations, but the spirit is always the same. It 
is the spirit of giving. Christ said “It is more blessed 
to give than to receive.” Certainly that is the spirit 
with which we go into this Yuletide each year. We 
give presents to our children, grandchildren, par- 
ents, and friends. We send Christmas cards and 
Christmas greetings to those to whom we cannot 
give gifts. All of this is done in the spirit of giving 
which we were taught by the Great Teacher al- 
most 2,000 years ago. 

In connection with the season’s thoughts, we as 
members of the American Academy of General 
Practice have more things to be thankful for than 
we have had in previous years. We see our Acad- 
emy on a sound footing such as has not existed be- 
fore. 

All the states and many districts are organized 
and are running smoothly. 195] has brought on the 
greatest demonstration of unity that we have seen. 
The national organization and most of the state or- 
ganizations have put on their greatest assemblies. 
Unity and solidarity have been the by-words at each 
of these meetings. Our friends number in the thou- 
sands and even the millions. We are in the period 
of growing that was unanticipated four years ago 
when we were organized. 

It has been said by an old family doctor that 


“our enemies are our friends that do not know us.” 


A MESSAGE FROM THE PRESIDENT: 


The Spirit of Christmas 


How true this seems to be. We never really care for 
anyone till we know him. During this organiza- 
tional period, we could not possibly know the people 
who are joining in our fight. Many of them we dis- 
trusted until we found that they were our friends. 
Certain little bickerings within our Academy are 
gradually fading away. We find that the men we 
suspected have turned out to be our good friends. 
The efforts, which we thought they were trying to 
do for themselves, have really turned out to be ef- 
forts for the good of the Academy. All in all the 
Academy has never enjoyed such solidarity as it 
does at the present time. 

These are important changes. We see its in- 
fluence every day in our American way of life. It 
has influenced our patients, friends, and colleagues. 
Other medical organizations are realizing more than 
ever before that we are not a pressure group and 
that we are not trying to run the American medical 
associations. They have found that we are a great 
organization trying to do a big job by attempting to 
give the American people the best medical care that 
the world has ever seen. All in all we are enjoying 
the greatest period since our organization. 

As we go into this Yuletide, we should be happy 
that we are Americans. We should be happy that 
we are Christians. We should be happy that we are 
G.P.’s and good ones. In looking toward the future 
we want to continue to grow; we want to continue 
to believe in the brotherhood of man; we want to 
continue to do the things Christ, our Great Teacher, 
set out for us in carrying on the good work. 

Personally I cannot close this message without 
expressing to each and every one of you the thanks 
that are in my heart for the many pleasant mem- 
ories I have during this year’s work. Everywhere I 
have gone you have made me happy. You have en- 
tertained me royally. Though my efforts have been 
feeble, you have accepted them as I intended them. 
I wish you all a Merry Christmas. 

—J. P. Sanvers, M.D., President. 
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SUMMER HOLIDAY 
AWAITS ACADEMY MEMBERS 


Wiru winter winds howling, the vision of a “Land 
of Springtime” and the thought of boarding a lux- 
ury cruise liner or a giant air clipper, “sunshine 
bound,” becomes even more appealing. And well it 
may be, for the moment of arrival in Bermuda will 
seem like a world of new enchantment. 

For Academy members, a leisurely two-day cruise 
aboard the Furness Line’s magnificent $.S. Ocean 
Monarch or a fast-as-the-wind flight on one of Pan 
American World Airway’s great Clippers will be 
“escape passage” from a land of snow and cold to 
one of sun and warmth. Aboard the steamer, shuffle- 
board, deck tennis, sun bathing, or a travel talk on 
Bermuda will hasten the passing of time. High 
above, those flying await with keen anticipation the 
“Please Fasten Seat Belts” signal which will an- 
nounce arrival in Bermuda. 

Once surrendered to the charm of Bermuda, a 
leisurely and gracious way of living becomes the 
pattern. Days spent on these lovely coral islands, 
washed by blue seas and warmed by long hours of 
sunshine, erase the tension of everyday living left 
behind—peace and relaxation become the keynote. 
Here the friendly, easy atmosphere heightens the 
simplest pleasures into long-remembered experi- 


ences. 
Proud of its versatility, Bermuda offers activities 
galore to its visitors . . . superb golf courses, tennis 


courts, delightful beach bathing, bicycling, and a 
paradise for the sailing and deep-sea fishing enthu- 
siast (some 500 species of fish inhabit Bermuda 
waters ). 

The more adventurous may don a diving helmet 
at the Bermuda Aquarium and have the thrill of 


Furness Line’s luxury liner which will carry 
post-Assembly Bermuda holiday enthusiasts. 


IN BERMUDA 
IN MARCH 


exploring the ocean floor, or in a glass-bottom boat 
visit the sea gardens on the coral reefs. 

Front Street and its charming old-world shops 
offer the American visitor to Bermuda outstanding 
bargains in quality British merchandise, not to men- 
tion the hours of pleasure derived from browsing 
among the many treasures found there. 

Not too distant from these lovely coral islands 
lie the equally charming and fascinating Bahamas. 
For Academy members with the inclination, a spe- 
cial “extension” to Nassau has been planned. Hav- 
ing seen these islands, discovered by Christopher 
Columbus, many people wonder how he could have 
failed to settle down and enjoy life in this setting 
of beauty. There is a spontaneous and sincere quali- 
ty of heart-warming courtesy here—in the customs 
officials, the policemen in the street, the shopkeep- 
ers, the staff at your hotel—a characteristic which 
contributes greatly to Nassau’s popularity. 

Here, as in Bermuda, recreation can be chosen 
from a long and exciting roster—bronzing in the 
sun, spearfishing, water skiing in the clear tropic 
waters. This is the water that has difficulty in de- 
ciding what color it will be . . . here aquamarine, 
there turquoise, again as green as though a huge 
emerald were submerged and shining through. 

In both Bermuda and Nassau all arrangements 
have been made to provide the maximum pleasure 
and comfort—the finest hotels, cuisine to delight 
the heart of a gourmet, recreational facilities, and 
sightseeing. 

Planned to follow the Atlantic City General As- 
sembly, the 1952 Post-Assembly “Bermuda Holi- 
day” will take place during Bermuda’s most delight- 
ful season. During this period there is, of course, 
an unusually heavy demand on both the airline and 
steamship facilities, as well as the guest accommo- 
dations in Bermuda and Nassau. Therefore, the Lee 
Kirkland Travel Agency, and the air, steamship, 
and hotel representatives have requested that reser- 
vations be placed at the very earliest date possible. 
Detailed brochures outlining the trip in full have 
been mailed to each member. However, for addi- 
tional folders, information, or to place reservations, 
contact the Lee Kirkland Travel Agency, 916 
Grand Avenue, Kansas City 6, Missouri. 


Following the Atlantic City Assembly .. . 


A Holiday In 


Itinerary Number One, $463.00. Going via 
SS Queen oF Bermuna, returning via PaN-AMER- 
1cAN Wortp Airways. 


16 Days 


March 27: At 5:00 p.m. leave Atlantic City via 
Special Train for New York. 


March 28, 29, 30: In New York with choice ac- 
commodations at the Biltmore. Tickets to an outstand- 
ing theatre production, gala dinner party at one of 
New York’s smartest theatre-restaurants. 


March 31 and April 1: At sea aboard the luxuri- 
ous SS Queen of Bermuda. Choice outside cabins. 
Relax and play . . . deck games, music, swimming, 
excellent cuisine, all for your pleasure. 


April 2 to 10 inclusive: In lovely Bermuda, the 
“coral gem of the Atlantic.” Your home is Bermuda’s 
exquisite Elbow Beach Surf Club. Sightseeing, golf, 
swimming, dancing, and dining. Unsurpassed food 
with finest accommodations. 


April 11: Leave Bermuda via Pan-American “Clip- 
per” for the return to New York. From the galley, 
food truly prepared to please the palate, and the host- 
esses are on hand with cards, magazines, refresh- 
ments, etc., to pass the time during our flight. Upon 
arrival New York, motors transfer us to Grand Cen- 
tral Station for the return to home cities. 


Itinerary Number Two, $399.00. Going via 
Pan-AMERICAN Wortp Airways, return via PANn- 
American Wortp Arrways. 


14 Days 


Itinerary Two will be similar to Number One, how- 
ever this party will only remain in New York until 
Saturday morning, March 29, departing at 10:30 
a.m. via Pan-American “Clipper” en route Bermuda, 
arriving Bermuda in time for dinner that same eve- 
ning. The program in Bermuda will be the same as 
Itinerary One, covering this party, however, from 
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their third through thirteenth days, March 29 to April 
8 inclusive. The morning of April 9, depart en route 
New York via “Clipper” at 10:00 a.m. 


Itinerary Number Three, $487.00. Going 
via SS Queen oF Bermuna, return via SS QuEEN 
oF Bermupa. 


17 Days 


Itinerary Three is identical to Itinerary One to the 
fourteenth day, April 9. However, on April 10, this 
party departs via the SS Queen of Bermuda for the 
return trip, arriving New York the seventeenth day, 


April 12. 


NASSAU EXTENSION, $157.50. In conjunction 
with Itineraries One and Two, a special Four-day 
Extension to Nassau in the Bahamas is available. De- 
parting Bermuda the morning of April 9, four days 
and nights will be spent at famous Fort Montagu 
Beach Hotel. Choice double rooms, meals, beach fa- 
cilities, sightseeing, etc. Air transportation from Ber- 
muda to Nassau and from Nassau to New York via 
BRITISH OVERSEAS AIRWAYS. 


Detailed itineraries of above all-expense arrange- 
ments upon request. All arrangements by LEE KIRKLAND 
TRAVEL, Kansas City. 


IT’S VERY IMPORTANT to place definite reservations 
as early as possible, as our “Bermuda Holiday” will 
take place at the very height of the Bermuda season. 


American Academy 
of General Practice 
406 West 34th 
Kansas City, Mo. 


Please reserve, in my name, accommodations for my party of 
€ ) for the A.A.G.P. BERMUDA HOLIDAY. We prefer 
). Enclosed is my check for ( ) rep 


resenting deposit of $50.00 on each reservation which is to be 


Itinerary Number ( 


applied on cost of trip. Nassau Extension—Yes 1] No D2). 


. 


the antidepressant of choice, and the most effective 


drug for control of appetite in weight reduction 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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A.M.A. Placement Service Plans to Help 
State Medical Societies Operate Programs 
SINCE most communities desiring physicians need a 
general practitioner, it was recognized by the Coun- 
cil on Medical Service of the American Medical 
Association at its October conference in Chicago 
that greater effort must be made to prepare and 
train the young physician for that type of practice. 

Mac F. Cahal, executive secretary, and Charles 
E. Nyberg, executive assistant, represented the 
A.A.G.P. at this meeting. 

The purpose of the Council's A.M.A. Placement 
Service session was to obtain information from 
those state medical societies that were operating ef- 
fective placement services and use this information 
to stimulate the development of similar programs 
in other states. 

This first meeting was concerned primarily with 
the procedure and mechanics of maintaining lists 
of openings for physicians and records of physicians 
seeking locations. 

And in recognizing the need for general prac- 
titioners, the Council also decided to collect infor- 
mation on medical schools and teaching hospital 
programs designed to interest and train students, 
interns, and residents for general practice in com- 
munities needing physicians. 

Additional conferences are planned at which 
training programs for general practice will be dis- 
cussed. 

Others attending the conference besides mem- 
bers of the A.M.A. councils, committees, and bu- 
reaus were representatives from the Committee on 
Extension of Hospitals and other Facilities, Asso- 
ciation of American Medical Colleges, and the 
medical societies of Illinois, Kansas, Michigan, Mis- 
sissippi, Missouri, Nebraska, Ohio, Texas, Virginia, 
and Wisconsin. 


Kentucky General Practitioners Elected 
To Chief State Medical Society Offices 


Kentucky general practitioners almost scored a 
grand slam at the election of Kentucky State Medi- 
cal Association’s officers during its 100th annual 
meeting. 


Dr. Clark Bailey of Harlan, who has been a mem- 
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ber and director of the Kentucky chapter of 
A.A.G.P. since it was founded in 1947, was in- 
stalled as president of the State Medical Association. 

At this same meeting, Dr. Thomas Gudex of 
Louisville, former Kentucky chapter president, was 
given the post of vice president from Central Ken- 
tucky and Dr. Keith Smith of Corbin, present Ken- 
tucky chapter vice president, was installed as vice 
president trom Eastern Kentucky. 

Other members of the Academy to be installed 
were Dr. G. L. Simpson of Greenville, orator in 
surgery; Dr. J. M. Bush of Mt. Sterling, who is 
president-elect of the Kentucky chapter, orator in 
medicine; and Dr. L. O. Toomey of Bowling Green, 
councilor from the sixth district. 


Assembly Committees, Academy Staff 
Attend Meeting in Atlantic City 


A.A.G.P. staFF personnel and members of the Gen- 
eral Committee on Arrangements, who have had 
their fingers on the pulse of the 1952 Scientific As- 
sembly for many months, gathered in Atlantic City 
October 26 to put the finishing touches to plans and 
correlate functions of staff and committee members. 

The group was comprised of Mrs. Edwin Rosner 


Mrs. Edwin Rosner, chairman of Ladies’ En- 
tertainment Committee for the 1952 Assembly. 


\ 
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FOR MEMBERS OF THE A.A.G.P. 


Why Does It Cost Less? 


@ Sometimes members are 
skeptical about the state- 
ment that the broader and 
more dependable coverage 
offered by the Group Plan 
actually costs from 30% 
to 50% less than any sim- 
ilar coverage they might 
buy as an individual. 


A. W. Breckenkamp 


© Briefly, the reason for this is very much the same 
reason that anything can be purchased wholesale 
much cheaper than it can be obtained at retail. 
@ The company’s acquisition cost is much lower by 
selling a uniform coverage at a uniform rate to a 
large group of people than it would be by selling 
individual policies of various kinds and amounts 
to random individuals. Also their administrative 
costs are lower because the billing and collecting 
of premiums and the accounting on claims and 
loss ratios is done on a group basis instead of on 
an individual basis. 
All of these savings are passed on to the insured 
and the result is that a member of an organization 
such as yours can get broader coverage at a much 


lower cost. 

e@ The Group Plan offers uniform premiums for all 
members up to age 70—cost is not increased as 
age increases. Individual policies on the other 
hand, are sold at rates that increase according to 
age. This means that while younger members save 
as much as 30% to 40%, the saving for older 
members may be as much as 50% to 60%. 

@ Everybody is interested in saving money and here 
is a chance to save money on the cost of your in- 
surance—a saving that not only entails no sacri- 
fice in quality, but actually brings you better 
coverage than can be purchased elsewhere. That is 
why every member should take advantage of this 
opportunity—for the protection of himself and 
his family. 


By A. W. BRECKENKAMP, President 
Professional Men’s Insurance Agency, Inc. 


and Mrs. Vincent Campana, chairman and _ vice 
chairman of Ladies Entertainment Committee re- 
spectively, Dr. J. P. Sanders, Dr. W. B. Hilde- 
brand, and members of the General Committee on 
Arrangements, Dr. A. F. Trewhella, chairman, Dr. 
Harold A. Tarrant, vice chairman, and Drs. I. Phil- 
lips Frohman, S. A. Thomas, L. T. Silverman, 
Aaron Horland, S. A. Garlan, Nathan E. Needle, 
and Horace W. Eshbach. 

The staff completed final arrangements with the 
Atlantic City Convention Bureau, Hotel Manage- 
ment, printer, and other persons, who will figure in 
the Assembly mechanism. 

Appointments of chairmen for subcommittees to 
operate under the general committee were an- 
nounced. Dr. Tarrant will head the Committee on 
Scientific Exhibits, Dr. Frohman is chairman of the 
Committee on Technical Exhibits, Dr. Thomas is 
Banquet Committee chairman, Dr. Garlan is chair- 
man of the Press Committee, and the Registration 
and Hotels Committee chairman is Dr. Horland. 
The usual functions of the Hospitality Committee 
will be carried out by the Committee on Scientific 
Assembly. 

For Academy members, who arrive early, regis- 
tration will begin Sunday, March 23, at Atlantic 
City Convention Hall. 

Social activities include a radio show on Monday 
night, the Congress of Delegates Dinner on Tues- 
day night, and on Wednesday night the social high- 
light, the banquet. The State Officers conference 
and dinner will be held March 22, Saturday. 

Dr. John O. Boyd, Jr., of Roanoke, Virginia, has 
been named toastmaster for the banquet and the 
guest speaker will be Dr. Kenneth McFarland of 
Topeka, a noted educational consultant and public 
speaker. 


Tentative Ladies Entertainment Program 
Sets Social Gait for Assembly in March 


Tentative plans for ladies entertainment at the 
1952 A.A.G.P. Scientific Assembly in Atlantic City 
were laid at a preassembly meeting there in October. 
Mrs. Edwin Rosner of Collingswood, N. J., who 
is chairman of the Ladies Entertainment Committ- 
tee, and Mrs. Vincent Campana of Jersey City, her 
vice chairman, attended this preliminary meeting. 
Registration for the ladies will begin Monday 
morning, March 24, on opening day of the As- 
sembly proper, on the lounge floor of Haddon Hall. 
Social activities will begin on Tuesday with a 
luncheon, followed by a fashion showing of hats 
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and furs in Chalfonte-Haddon Hall’s Carolina 
Room. 

Wednesday’s program centers around a trip to 
Philadelphia for a tour of historical points ending 
in late afternoon. For the women who do not go 
on the tour, a book review by a noted author or 
critic and a tea will be given. 


General Practitioners to Wisconsin 
State Medical Society’s Top Post 


AcapemMy member Dr. Joseph C. Griffith of Mil- 
waukee is president-elect of the Wisconsin State 
Medical Society. He was elected at a three-day busi- 
ness session in early October. 

Dr. D. J. Twohig of Fond du Lac, another Acad- 
emy member, was named alternate delegate to the 
A.M.A. convention. 


Chest Diseases Studied by General 
Practitioners in Colorado Hospital 


A POSTGRADUATE course in chest diseases of special 
interest to general practitioners was held October 
18-20 at Colorado General Hospital in Denver. 

The course was sponsored by Colorado Trudeau 
Society, American College of Chest Physicians, and 
University of Colorado School of Medicine. Physi- 
cians attending this course received postgraduate 
study credit from the Colorado chapter. 


Postgraduate Medicine Courses Given 
For District of Columbia Practitioners 


A POSTGRADUATE course in medicine for the section 
on general practice of the District of Columbia 
Medical Society began October 25. 

The course is being held on the second and 
fourth Thursdays of each month at Georgetown 
University Hospital and Gallinger Municipal Hos- 
pital. 


Physicians from Missouri County 
Chapters Form Postgraduate Club 


Puysicians from Franklin, Gasconade, and Warren 
County (Missouri) chapters are members of the 
General Practitioners’ Postgraduate Club in Wash- 
ington, Missouri. 

The purpose of this club is to keep abreast of 
medical progress and earn A.A.G.P. credit for its 
members. The club, sponsored by Washington Uni- 
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No Pro-Rating of Benefits 


@ When we buy income 
protection through an Ac- 
cident and Sickness dis- 
ability policy, we don't 
want the weekly payments 
stated in the policy to be 
reduced in any way. What 
we want is full benéfit 
protection. As a matter of 
fact, many individual poli- 
cies contain two different 
provisions by which week- 


C. E. Hovey 


ly benefits to policyholders can be reduced. While 
neither of these provisions is found in the Group 
Plan, sponsored by the Academy, they are described 
here so a fuller comparison may be made. 


One of these provisions states that if the policy- 
holder were disabled while temporarily engaged 
in a more hazardous occupation than the one for 
which he was insured, the disability benefits would 
be reduced by pro-rating. Premiums are always 
higher for more hazardous occupations, and con- 
sequently he would receive only as much weekly 
benefit as his regular premium would buy at the 
higher rate. 


@ The other provision often found in such policies 
provides that unless the policyholder notifies the 
company of any other disability coverage he may 
have, the company has the right to pro-rate the 
weekly benefits which are stated in his policy. In 
other words, if he has neglected to give this 
notice, he might receive only one-half or one-third 
of the payment that is stated in his policy. 


@ However, through the Academy's group plan, 
which does not contain either of these provisions, 
members will receive full payments regardless of 
any other insurance and regardless of any tempo- 
rary change to a more hazardous occupation. 


@ The plan is underwritten by the Continental Cas- 
ualty Company, one of the oldest and largest 
stock companies. Their original Group case was 
written twenty-seven years ago and is still in ex- 
cel.ent performance. 


@ Comparison proves that disability insurance pur- 
chased outside of your Academy would cost much 
more and still would not give this excellent cov- 
erage. 


By C. E. HOVEY, Vice-President 
Professional Men's Insurance Agency, Inc. 
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at last 
the goal has been 
attained 


the simple method 


of contraception 
—used without 


a diaphragm 


e proven clinically effective 
e proven more spermicidal 
e proven well tolerated 


@ proven more esthetic 


composition 

Preceptin® Gel contains the active spermicidal agents 
p-Diisobutylphenoxypolyethoxyethanol and ricinoleic acid 
in a synthetic base buffered at pH 4.5. 


Pharmaceutical Corporation 
Raritan, New Jersey 


versity during 1950-51, meets monthly. Next year, 
St. Louis University School of Medicine will spon 


sor the club. 


Dr. Hugh H. Hussey Heads Washington 
Heart Association Research Committee 


GP’s mepicat Epitor, Dr. Hugh H. Hussey, is the 
new chairman of Washington Heart Association's 
Research Committee, according to Dr. Bernard J. 
Walsh, president of the Washington Heart Asso- 
ciation. 

The committee, headed by Dr. Hussey, has au- 
thority to recommend grants to local hospitals or 
medical schools for research projects in Washing- 
ton, which for reason of policy or priority, are not 
eligible for the support of the national organiza- 
tion, the American Heart Association. 


Wisconsin Physician Conducts Fall Term 
Research Course at St. Norbert College 


Dr. Wattace a general practitioner 
from Two Rivers, Wisconsin, is conducting a re- 
search course at St. Norbert College, De Pere, Wis- 
consin, during the fall term. 

He was named to the fall faculty to present 12 
lectures on “Fundamentals of Scientific Research” 
which began in October. 

Dr. Marshall, a lecturer, author, and researcher, 
besides being a practicing physician, was the first 
secretary of the Manitowoc (Wisconsin) chapter. 


Hospital’s General Practice Section 
Sponsors Meeting on Geriatrics 


Tue General Practice Section of Grace Hospital 
in Detroit, Michigan, is sponsoring a series of eleven 
lecture meetings on geriatrics for the Wayne Coun- 
ty (Michigan) Medical Society. 

The meetings, held semimonthly, began Novem- 
ber 6. Dr. Frank T. Weiser, director of education at 
Grace Hospital, arranged the course and lecturers 
are from the Wayne University College of Medi- 


cine staff. 


Indiana, Maine Medical Societies 
Hold One-Day Postgraduate Courses 


A oneE-pay Pediatric Institute for general practi- 
tioners in Maine was held recently at the Eastern 
Maine General Hospital in Bangor. The meeting 
was sponsored by the Division of Maternal and 
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Child Health and the Maine Department of Health 
and Welfare. 

Other one-day instructional courses were held 
October 29 as a feature of the Annual Session of 
the Indiana State Medical Association in Indian- 
apolis. General practitioners attending these courses 


received postgraduate training credit from the In- 
diana chapter of A.A.G.P. 


Medical Society President Favors 
General Practice Training Period 


IN A RECENT issue of The Milwaukee Medical 
Times, official publication of the Medical Society of 
Milwaukee County, its county president, Dr. 
Maurice Hardgrove, makes some cogent observa- 
tions of the progress general practitioners are mak- 
ing through their own organization, A.A.G.P. 

He states that the Academy’s development to pro- 
tect general practitioners’ interests and to increase 
the opportunities for their continued medical edu- 
cation has had a beneficial effect. 

Dr. Hardgrove boosts a two-year training period 
for graduates who wish to enter general practice. 


Latest Cancer Developments Studied 
By General Practitioners in Buffalo 


A course in the recent advances in the detection 
and treatment of cancer, designed especially for 
general practitioners, was given November 15 and 
16 in Buffalo, New York. Postgraduate training 
credit for the course was approved by the New York 
chapter of A.A.G.P. 

The University of Buffalo School of Medicine, in 
co-operation with the New York State Medical 
Society, the Erie County Medical Society, New 
York State Department of Health, and the New 
York Division of American Cancer Society, pre- 
sented the course at Buffalo General Hospital, Ros- 
well Park Memorial Institute, and Meyer Memorial 
Hospital. 


Large Postgraduate Course Selection 
For Arkansas General Practitioners 


Tue third postgraduate course offered in a program 


by the University of Arkansas Medical School, Fay- 
etteville, for general practitioners will be given De- 
cember 12-14. 

Other courses are scheduled for January 10-11, 
January 21-23, February 18-19, March 6-7, March 
24-26, April 3, May 8-9, and May 19-21. Physicians 
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a major advance 
in conception control 


—requires no diaphragm 


the new simple 
effective method of 
conception control 

—applied with 

measured-dose 


applicator 


built on a better base 

e spreads rapidly 

e adheres longer to moist cervical mucosa 
e readily miscible with semen 


e quickly releases active spermicides 
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1, potent 2. prompt 3. prolonged 4. free from significant C.N.S. 
effects 5. few or no systemic effects 6. virtually non-allergenic 
7. consonant with local physiologic function 8. non-irritating 9. safe 
10. fosters patient cooperation. 
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are urged to make application for enrollment well 
in advance since there were capacity enrollments 
at the October and November sessions. 

Formal postgraduate training credit is given by 


the A.A.G.P. for attendance. 


California Offers Many Courses 
For A.A.G.P. Postgraduate Credit 


GENERAL PRACTITIONERS in California will have 
opportunities to accumulate A.A.G.P. postgraduate 
credit during the second annual series of regional 
medical and surgical institutes which have been 
announced by the Committee on Postgraduate Ac- 
tivities of the California Medical Association for 
1952. 

At San Bernardino, Southern Counties Regional 
Institute will be held January 17 and 18. The 
teaching staff is under the supervision of the Uni- 
versity of California School of Medicine. 

February 14 and 15 are the dates for the North 
Coast Counties Regional at Santa Rosa. Stanford 
University School of Medicine will supervise the 
teaching staff. 

The final meeting, Sacramento Valley Counties 
Institute, will be held April 3 and 4 in Sacramento. 
The College of Medical Evangelists, Los Angeles, 
will be supervisors. 


Education Commission Member Boosts 
Family Doctor’s Postgraduate Work 


A RECENT issue of Philadelphia Medicine, weekly 
publication of the Philadelphia County Medical 
Society, carried an article written by Dr. Louis H. 
Weiner, a member of A.A.G.P. Commission on Edu- 
cation. 

His article, “Postgraduate Education for the 
Family Doctor,” included a list of postgraduate 
courses available to general practitioners in the 
Philadelphia area during the fall and winter 
months. 


Civil Service Commission Announces 
General Practice Residency Opening 


Tue United States Civil Service Commission an- 
nounces an opening for a general practice resident 
in St. Elizabeth’s Hospital, Washington, D. C. 
Applicants must have completed a one-year intern- 
ship and attended an approved medical school. The 
salary is listed as between $3,400 to $3,800. 
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Hospital Group Plans More Effective 
Application of Academy Policies 


Tue progress made in the last six months in regard 
to general practice departments in hospitals and the 
integration of general practitioners into the medical 
staffs of hospitals were reviewed and discussed at 
the one-day meeting of the Commission on Hos- 
pitals in Chicago. Plans were drawn up to carry out 
more effectively the Academy's policies in this 
field. 

Commission members decided they should oper- 
ate under a regional plan whereby each would act 
as advisor and liaison officer to a group of state 
chapters. In this capacity, the members will hold 
regional meetings in the near future with the chair- 
men of the committees on hospitals in their area. 


Medical News in Small Doses: 


Dr. Cyrus ANDERSON, a member and former presi- 
ident of the Colorado Chapter, has been elected 
chairman of Colorado State Medical Society's board 
of trustees. . . . Another honor, that of being in- 
stalled as new president of the Health Division of 
Seattle Health and Welfare Council, has been 
given Dr. Herbert L. Hartley of Seattle, recently 
named editor-in-chief of Northwest Medicine. . . . 
R. B. Allen, honorary member of A.A.G.P., is back 
at his duties as president of the University of Wash- 
ington after spending the summer months as Salary 
Stabilization chairman in Washington, D. C. His 
duty was to write administrative law for salaried 
workers and act as board chairman during its organ- 
izational phase. . . . Academy member Dr. Elton 
R. Dickson of Binghamton has been appointed a 
member of the nominating committee of the Medi- 
cal Society of the State of New York. . . . Mac F. 
Cahal addressed the annual meeting of the Phila- 
delphia County Medical Society in Philadelphia on 
November 21. . . . Three of the seven councilors of 
Wisconsin State Medical Society are members of 
the Academy. Drs. T. C. Hemmingsen of Racine, 
E. L. Bernhart, and N. J. Wegmann of Milwaukee 
comprise the trio. . . . The University of Texas 
Medical Department at Galveston will inaugurate 
the preceptor educational program in July, 1952, 
with the Texas chapter of A.A.G.P. invited to sup- 
ply the preceptors from its membership. . . . Mary- 
land's family doctor for 1951 honor went to Dr. E. 
Paul Knotts of Denton, a practicing physician for 
30 years. 
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GRATIFYING RELIEF 


From the Symptoms of 


Urinary Tract Infections 


Pyripium works FAst. Within a matter of minutes, its safe, local analgesic 

effect brings soothing relief to the irritated urogenital mucosa of 

patients suffering from cystitis, pyelonephritis, prostatitis, or urethritis. 
To provide the dual therapeutic approach of symptomatic relief 

and anti-infective action, Pyridium may be administered 

concomitantly with crystalline dihydrostreptomycin sulfate, or 

penicillin, the sulfonamides, or other specific therapy. 


(Brand of Phenylazo-diamino-pyridine HCl) 


— is the trade-mark of M E RC K & Co., INC. 


pera Chemical Co., Inc. for a 2 
its brand »ylazo-diamino- Manufacturing Chemists 


pyridine . Merck & Co., Inc. RAHWAY, NEW JERSEY 
sole distributor in the United 
States, In Canada: MERCK & CO. Limited-Montreal 
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A portion of the 500 general practitioners 
at Ohio chapter's First Annual Scientific 
Assembly held September 22 in Columbus. 


NEWS FROM 
STATE CHAPTERS 


At THE helm of the Ohio chap- 
ter of A.A.G.P. for the new year 
is Dr. Gordon L. Erbaugh of 
Dayton. Dr. Thomas E. Rardin 
of Columbus was voted presi- 
dent-elect and Dr. Earl D. Mc- 
Callister, also of Columbus, was 
re-elected secretary-treasurer at Ohio's First Annual 
Scientific Assembly in Columbus. 

The annual meeting of the Connecticut chapter 
was he'd in Wallingford October 17 with over 100 
members attending. New officers are Dr. Peter J. 
Scafarello, president; Dr. Edwin R. Connors, presi- 
dent-elect; and Dr. Mario P. Rocco, secretary-treas- 
urer. Drs. Sidney A. Chait, Edward F. Malloy, and 
Michael Shea were elected to the board of directors. 
Counsellors chosen were Drs. Michael W. Palmieri 
and Shea. Drs. Scafarello and Palmieri are delegates 
to the A.A.G.P. Scientific Assembly. 

A donation of $150 to the Building Fund and the 
selection of Dr. Edmund L. Douglas of Groton as 
outstanding general practitioner of the state were 
made at the meeting. 

The Delaware chapter will have its big annual 
meeting and election of officers December 7. A sci- 
entific paper will be presented by Dr. Robert B. 
Greenblatt, professor of endocrinology at the Uni- 
versity of Georgia Medical College, preceding the 
election. 

Beginning January 9, ten Wednesday afternoon 
sessions on Diabetes Mellitus and Associated Dis- 
orders will be conducted in Wilmington’s Veterans 
Administration Hospital. The Delaware chapter is 
sponsoring these sessions and 30 hours of postgradu- 
ate ‘credit will be given for attendance. The class 
enrollment will be limited and registration closes 
December 30. Enrollees should apply to Dr. J. Jesse 
Selinkoff, Education Chairman, 1305 New Road, 
Wilmington 5, Delaware. 


lister, Dr. Gordon Erbaugh, and Dr. Thomas Rardin, 
with A.A.G.P. president, Dr. Sanders, at the Assembly. 


Dr. Samuel A. Garlan is new president of the 
New York chapter. New officers, Dr. Floyd Bratt, 
president-elect; Dr. William Richtmyer, vice presi- 
dent; and Dr. Raymond McKeeby, secretary-treas- 
urer, were elected October 29 during the Third 
Annual Scientific Assembly in New York City. 
There was a total registration of 2,600 (doctors and 
exhibitors) at this meeting. Directors of the New 
York chapter are Drs. J. Hunter Fuchs, chairman, 
Donald Donovan, William Buecheler, Seymour 
Fiske, Louis Bush, Jacob 
Mishkin, and Vincent E. 
Fischer. Drs. Garlan and 
Edward Schwabe are dele- 
gates to the A.AG.P. 
Scientific Assembly in 
‘March. 


The banquet—a social highlight of 
Ohio chapter's Assembly program. 


oe Ohio chapter leaders (left to right), Dr. Earl McCal- 
an 


For those approaching middle life, \ 
the years ahead can be the best — pro- / _N ”~ { | | 
vided normal metabolic functions VINO 

are safeguarded. In such interrelated hfe 4 
disorders as atherosclerosis, diabetes the begin alo 
mellitus, and liver disease, the clinical 
findings are likely to include abnor- 
mal fat metabolism (with accom- 
panying deposition of cholesterol) 
and abnormal capillary fragility. 


VASCUTUM* presents an unusually complete 
lipotropic combination plus the specific capillary 
protectants, rutin and ascorbic acid. 


The average daily dose (6 tablets) provides: — 
Prophylaxis against these threats to Choline 1. Gm. | Pyridoxine HCI 4mg_ 
the older patient may be established Inositol _1Gm. | Rutin 150 mg. 
and maintained with... di-Methionine 500mg. | Ascorbic Acid 75mg. 


SUPPLIED: Bottles containing 100 tablets 


schenley SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG INDIANA 


© Schenley Laboratories, Inc. *Trademark of Schenley Laboratories, Inc. 
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Among the new officers of the Massachusetts 
chapter for 1952 are Dr. Harvey Kelly, president; 
Dr. James Simmons, president-elect; Dr. John 
Leary, recording secretary; and Dr. Rose A. Draper, 
corresponding secretary. 

Dr. Homer Catron of Englewood is newly-elected 
president of the Colorado chapter. Dr. Willis 
Hardesty of Berthoud is vice president and Drs. 1. 
E. Best and R. M. Maul of Denver are treasurer 
and secretary respectively. Denverites, Drs. Cyrus 
Anderson and Jim Perkins, have been named dele- 
gates to the A.A.G.P. Scientific Assembly. 

Virginia chapter's new officers were elected at 
Virginia Beach in October in conjunction with the 
annual meeting of the Medical Society of Virginia. 
Dr. Edward E. Haddock of Richmond is president- 
elect; Dr. John R. St. George of Portsmouth was 
elected vice president; and Dr. W. Linwood Ball 
of Richmond, secretary. 

Newly-elected members of the Virginia board 
of directors are Drs. Fred Maphis, A. L. Van Name, 
J. A. B. Lowry, and Harry Frieden. Dr. Frieden 
was elected to fill the vacancy created by the death 
of Dr. H. W. Rogers. Dr. John O. Boyd, Jr., of 
Roanoke is president for the new year. Official dele- 
gates to the A.A.G.P. Scientific Assembly will be 
Drs. Ira Hancock and Mary Johnston. 

Speakers at the annual scientific assembly of the 
Georgia chapter held October 25 in Macon were 
Drs. Robert K. Hancock and Paul B. Beeson of 
Atlanta, Robert C. Pendergrass of Americus, Philip 
A. Mulherin of Augusta, and Philip Thorek of 
Chicago. 

Five lectures remain in the series being pre- 
sented by the Greater Kansas City (Missouri and 
Kansas) chapter in conjunction with the Univer- 
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Left: Retiring president of the South Carolina chapter, Dr. R. L. 
Crawford, hands gavel to his successor, Dr. Thomas G. Goldsmith. 
Secretary-treasurer Dr. Hervey Mead looks on. 


Below: Massachusetts chapter's new and retiring officers with Dr. 
Sanders during the annual fall meeting in Boston. Standing (left 
to right) are Drs. Daniel Rogers, Charles Herrick, John Leary, 
Bennett Fielding, Seymour Nathanson, Hugh Robinson, Joseph 
Hobbs, and Philip Fortin. Seated are Drs. James Simmons, Harold 
F. Brown, Richard Fowler, Sanders, Harvey Kelly, and Rose A. 
Draper. Drs. John Temple and Dean S$. Luce are not shown. 


sity of Kansas faculty. The dates are December 20, 
January 17, February 21, March 20, and April 17. 
The lectures will be given in the University of 
Kansas Medical Center auditorium at 3 p.m. and 
6:30 p.m. with a dinner between sessions. Meetings 
were held in October and November. 

The University of Kansas School of Medicine, in 
co-operation with the Missouri chapter, is present- 
ing a postgraduate medical course at Burge Hos- 
pital in Springfield which began October 16 and 
will continue through April 15. Besides October 16 
and November 13 meetings, sessions will be held 
December 18, January 15, February 19, and April 
15. There is a $25 registration fee for the entire 
series or a $5 fee may be paid for each program. 

One-third of the total state membership attended 
the annual fall meeting of the Florida chapter held 
October 14 at Ocala. Five guest speakers featured 
at the scientific session were Dr. David R. Murphy, 
Jr., president of the Florida Medical Association, 
Dr. Walter W. Sackett, Jr., and Dr. George F. 
Schmitt of Miami, Dr. John Cheleden of Ocala, 
and Dr. R. R. Killinger of Jacksonville, who is vice 
president of the chapter. A.A.G.P. president, Dr. J. 
P. Sanders, was luncheon speaker. 

A program designed for the benefit of lay per- 
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TROMEXAN 


ethyl acetate 
new, safer. 
oral anticoagulant 


TROMEXAN provides: 


more rapid action —With average dosage a therapeutic prothrombin time is usually 
obtained within 18 to 24 hours. 


lesser cumulation — After cessation of administration the prothrombin time gen- 
erally returns to normal in 24 to 48 hours. 


greater safety —The rapid spontaneous return of prothrombin time to safe limits 
following cessation of therapy reduces the likelihood of hemorrhage from ‘ 
accidental overdosage. 


easier management—“The regulation of the patient on TROMEXAN is usually 
easier . . . because each prothrombin test is a direct reflection of the dose 
given the previous day.”* 


indications —Coronary thrombosis 
Pulmonary embolism 
Auricular fibrillation with embolization 
Venous thrombosis (thrombophlebitis, phlebothrombosis ) 
Arterial occlusion due to thrombosis or embolism 
Congestive heart failure (selected cases) 
Postoperative and postpartum prophylaxis (selected cases) 


TROMEXAN therapy should always be controlled by regular prothrombin determina- 
tions. A detailed brochure describing the properties, indications and method 
of use of TROMEXAN will gladly be sent to physicians on request. 


*Burke, G. E., and Wright. Irving S.: Circulation 3:164, 1951. 


Packaging: TROMEXAN ethyl acetate (brand of ethyl biscoumacetate). 
Available as scored tablets of 150 mg. and 300 mg. 


Geigy GEIGY PHARMACEUTICALS 
T-3 


Division of Geigy Company, Inc., New York 13, New York 
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sonnel in a physician’s office was given as a part 
of West Virginia chapter's meeting held recently 
at Fairmont. Joseph Sheridan of the Chesapeake 
and Potomac Telephone Company of West Vir- 
ginia, talked on “The Voice With a Smile,” and 
Clayton L. Scroggins of Cincinnati had “Office 
Management and Tax Problems” for his subject. 
Following a dinner, guest speakers, Drs. H. S. Van 
Ordstrand and Donald B. Effler of the Cleveland 
Clinic, presented a scientific program for the doctors. 

The fourth annual regional meeting of the Spo- 
kane (Washington) chapter was held December 1 
with Dr. Philip Thorek of Chicago as guest speaker. 

Officers of the New Hampshire chapter for 
1951-1952 are Dr. Nathan Brody, president; Dr. 
Alfred Mihachik, president-elect; and Dr. Israel 
Dinerman, vice president. These new officers were 
elected at an all-day scientific and business meeting 


IN Last month’s report on Building Fund contribu- 
tions, we mentioned a rumor that “nearly $2,000” 
was on its way from Texas. It turned out to be, 
actually, $3,060, which is by far the biggest monthly 
state total to date! And Texas asserts it is not done 
yet. Dr. Wm. Fatzer, chairman of the state com- 
mittee, informs us that the Texas Chapter will not 
rest until it has recorded “at least a $25 contribu- 
tion from every member in the state!” 


REPORT OF CONTRIBUTIONS BY STATES 


October Total 


390.00 


TEXAS PUTS BUILDING FUND 


October 17 at the Veterans Administration Hospital 
in Manchester. Members of the board of directors 
are Drs. Philip Forsburg, Leo Klinger, Roger Bras- 
sard, Israel Dinerman, Gerard Gaudrault, Addison 
Roe, Falko Schilling, and Harold Pickwick. Dr. 
Seymour White of Concord, N. H., Dr. Daniel 
Abramson of Harvard Medical School, and Dr. D. 
G. McKay of Boston were scientific speakers at the 
meeting. Credit was given for attendance at the 
New England Postgraduate Assembly, November 
7-9. 

At the October 30 meeting of the District of 
Columbia chapter, election of officers was held. 
Dr. W. R. Stovall is the new president. Other new 
officers are Dr. S. A. Thomas, vice president, Dr. 
Lewis A. Klein, secretary-treasurer, and Dr. L. 
Huntley Cate, a director. 


BACK 


60.00 
47.50 


Virginia 


20.00 
25.00 


Wyoming 
Alaska 


$4,010.00 $18,485.00 


North Caroling 40.00 305.00 
270.00 
30.00 
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make you hesitate to us 


With Drilitol* there is no danger from sensitization or resistant organisms. 


Drilitol’s two antibiotics, anti-gram negative polymyxin and anti-gram posi- 
tive gramicidin, though highly effective locally, are virtually never used 
systemically. Thus, there is no danger of sensitizing the patient to—nor of 
developing in him organisms resistant to—the common antibiotics that may 
be needed for systemic use in serious infections. 


DRILITOL 


anti-bacterial, anti-allergic, decongestive 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


Formula: Contains therylpyramine hydrochloride, 0.2%; gramicidin, 0.005%; polymyxin B sulfate, 
500 U/cc.; ‘Paredrine’* Hydrobromide (hydroxyamphetamine hydrobromide, S.K.F.), 1%. Pre- 
served with thimerosal, 1:100,000. Dosage: Adults: 1 dropperful in each nostril, 4 or 5 times a day. 
Children: 4 the adult dosage. Supplied: In 4 fl. oz. bottles with special dosage-adjusted dropper. 


GP © Volume IV, Number 6 


: af 
an antibiotic nose drop? 
> 
as 


COMBINATION 


supplementary effects 
wherever estrogen-androgen therapy is indicated... 


2. €. In fractures and osteoporosis in either sex to promote 
bone development, tissue growth, and repair. 
2. @. In the female climacteric in certain selected cases. 


2. @. In dysmenorrhea in an attempt to suppress ovulation 
. om the basis that anovulatory bleeding is usually painless. 


2. @. In the male climacteric to reduce follicle-stimulating hormone levels. 


A steroid combination which permits utilization of both 
the complementary and the neutralizing effects of 
estrogen and androgen when administered concomitantly. 
Thus certain properties of either sex hormone may be 
employed in the opposite sex with a minimum of side 
effects. Each tablet provides estrogens in their 

naturally occurring, water-soluble, conjugated form 
expressed as sodium estrone sulfate, 

together with methyltestosterone. 


No. 879—Conjugated estrogens equine 
1.25 mg. 
Methyltestosterone 
Bottles of 100 tablets (yellow) 


 METHYLTESTOSTERONE 


Methyltestosterone . ... for combined estrogen-androgen therapy 


Bottles of 100 tablets (red ) 
Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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of milk be needed to ish the” 
same amiga This i is but one | 


: ‘ib contains therapeutic 


i amounts of other important 


3 Vitamin Cc 

(ascozbic acid), 100.0 mg. 

“Beminal”) in bottles 


=. 
McKenna & Harrison bimited 
~ 22 East 40th Street, New York 16, N, X. aye 


to equal the riboilavin contentei © 
| “Beminal” Forte with Vitamin C. 
| Mo. Each dry-filled 
HCI (B;), 25.0 mg, j 


Routine testing with Ames diagnostic tablets 
in the office, home or hospital is 
dia gnosis frequently rewarded by the discovery of 
. dur ing unsuspected pathology during the 
THE “silent period”—when disease in its incipiency 


SILENT may be most easily managed or cured. 


PERIOD Ames tablet tests are completely self-contained, 


rapid and clinically reliable. 


Occurrence 


for the detection of hyperthyroidism 
glycosuria renal or alimentary glycosuria 


nephritis 
renal tuberculosis 
renal tumors 


-BUMINTEST 


(BRAND) . 
drug poisoning 
. for the detection of toxemia of pregnancy 
~ albuminuria liver disease with 


and without jaundice 


inflammatory, neoplastic and 
degenerative lesions of the 
gastro-intestinal, genito- 
urinary and pulmonary systems 


occult blood 


_ ACETEST 


¢ diabetic acidosis 
(BRAND) Von Gierke’s disease 
for the detection of ¢ cyclic or excessive vomiting 
e diarrhea 


acetonuria 


Available through your pharmacy or physician supply house 


Clinitest, Bumintest, Hematest, Acetest, trademarks reg. U. S. and Canada 


(Ny AMES COMPANY, INC + ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto DI-3 
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“all patients described a sense of well-being [with ‘Premarin’].”’ 
Neustoedter, T.; Am. J. Obst. & Gynec. 46:530 (Oct.) 1943 


DDT 2 
estrogenic substances (water-soluble ) 
also known as conjugated estrogens (equine) 


highly effective - orally active - well tolerated - imparts a feeling of well-being 
Ay McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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When clipper ships 
plied the trade lanes 


Tveee’e probably no more romantic period 
in America’s maritime history than the 
Clipper Ship era of the mid-nineteenth 
century. These handsome, rakish vessels 
made the ensign of the United States 
familiar in every quarter of the globe. 


Man’s desire for clipper-ship speed in 
the China tea trade and the rush to the 
newly discovered California gold fields were 
two of the reasons behind New England’s 
development of the clipper ships. One of 
the fastest clippers, the Flying Cloud, set a 
record in 1851 never beaten by any other 
sailing vessel—89 days from New York to 
San Francisco. Many others set records 
that took more than a quarter of a century 
for steam vessels to equal. 


By any standard of beauty, the American 
Clipper Ship was a noble-looking, majestic 
vessel. Each was identifiable by its dis- 
tinctive, and usually symbolic figurehead. 
The Nightingale carried a beautiful bust 
of Jenny Lind; the Witchcraft, a Salem 
witch astride her broomstick. 


CHILDREN’S STORYBOOKS— We have 
several interesting, illustrated storybooks 
that are approved by leading educators. 
May we send you a free supply for your 
waiting room? Just write to us at the 


address below. 


It’s possible that bicarbonate of soda was 
carried in the lockers of many of these 
clippers for it was in this same period —the 
year 1846—that Church & Dwight first 
began their baking soda business. Our prod- 
uct, U.S.P. Bicarbonate of Soda, is sold 
under two familiar brand names, Arm & 
Hammer Baking Soda and Cow Brand 
Baking Soda. 


Sodium Bicarbonate aids physicians in 
many ways, and for more than a century, 
it has been prescribed with confidence 
whenever indicated for many internal and 
external maladies. When used as a denti- 
frice, soda reduces L. acidophilus count. .. 
removes film w:thout harming enamel. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street 


New York 5, N. Y. 


BUSINESS ESTABLISHED IN 1846 
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FERROUS SULFAT 
1 Gm, (15 Gr.) 


| LIVER CONCENTRATE 
2 Gm. 


"VITAMINS Br 


<4 
: 
Each 30cc. fl. 0Z. rer 


An exceptionally well-balanced, potent 


hematinic-nutritional supplement . . . 


Mc NEIL 


IRON IN FERROUS FORM... chemi- 


cally stabilized . . . well utilized. 


LIVER CONCENTRATE ... in unfrac- 


tionated (crude) form, preserving all the water soluble erythropoietic 


and nutritional principles of whole liver . . . enzymatically digested to 


provide maximum solubility — assimilation. 


e B VITAMINS ... in adequate dosage, 


including definite amount of vitamins Bj». 


We’d like to have you try the delicious flavor 
of Hepatinic elixir—drop us a card and we'll 
send a tasting sample. 


Also available in convenient tablet form:—each 
sugar coated orange tablet containing the equiv- 
alent of 5 cc. (one teaspoonful) of the Elixir. 


Nic Neil LABORATORIES, INC 


PHILADELPHIA 32, PENNSYLVANIA 
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beware of 
dangerous 
sedation in 


ANTIHISTAMINE 
THERAPY 


SEDATION FROM 


ANTIHISTAMINES 
MAY BE Many reports indicate the effectiveness of Neohetramine as an antihista- 
minic, providing relief in an average of 71.9% of cases in two such studies.*” 
DANGEROUS! Yet the incidence and severity of side effects were remarkably lew. 
os “Daytime alertness” in the great majority of patients under Neohetramine - 
“drowsiness ...most common therapy is emphasized by the relatively insignificant incidence of * 
occurrence’! drowsiness under clinically effective dosage (only 1.8% of 111 cases,’ only ; 
eee 3.6% of 140 cases,* and only 1.6% of another series of 249 cases* ). In these 
”... drowsiness may lead 500 cases, “daytime alertness” was unimpaired in 97.8% of the patients. , 


to serious errors of judg- 
ment in business...failure 
of performance in operat- 
ing automobiles or other Neohetramine Syrup offers clinically proved antihistaminic effectiveness 
machines”? and remarkable freedom from daytime sedation. As a vehicle for 

other drugs, it is compatible with codeine phosphate, z2mmonium 
chloride, ephedrine hydrochloride, sodium bromide, tincture belladonna, 


Neohetramine thus becomes an antihistamine of choice for daytime use. 
Dosage is 50 to 100 mg. two to four times daily, depending upon response. 


“walking on air... dizziness’ 


eee potassium iodide, citric acid, syrup hydriodic acid, ammonium bromide. 
“,. grogginess .. . dis- NEPERA CHEMICAL CO., INC., YONKERS, N. Y. * Pharmaceutical Manufacturers 
turbing to mental concen- 
tration . . . may diminish 


actual physical energy’” 


Neohetramine 


“mental sluggishness’* HYDROCHLORIDE 


result in serious hazards 


—s lead to acci- Brand of Thonzylamine Hydrochloride N, 
len -dimethyl-N’-p-methoxybenzyl-N’ (2-pyrim 


TABLETS 25, 50, and 100 mg. 
in bottles of 100 and 1000. 

SYRUP 6.25 mg. per cc. in bottles of 1 pint. 

CREAM in water-miscible base in 

collapsible tubes of 1 oz. 


| Aan? 
4 
REFERENCES: 1. Schwartz, E.: Ann. =- 4 
7:770, 1949. 2. Sherman, W. B.: Bull. N. ¥. Acad. M. aay z . 
27:309, 1951. 3. Feinberg, S. M.: Ann. N. Y. Acad. : 
Sci. 50:1186, 1950. 4. Brown, E. A. and Krabek, W.;: 
Ann, Allergy 8:408, 1950. 5. Friedlaender, S. 
} and Friedlaender, A. S.: Lab. & Clin. M. 
. Aller, :215, . 7. Criep, L. H. ‘ Ys: 
Ped. 347414. 1049. 
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... NUTRITIONALLY... EMOTIONALLY 


In the long history of the human race, no perfect substitute has been found for mothers’ milk. Given a normal, 
healthy, well-nourished mother, human milk provides for the human infant. 


Plastishields are 
available for 
office dispensing 
or hospital use 
from leading 
surgical supply 
dealers. 


Pat. No. 2495307 
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@ Precisely the right amount and character of protein 
@ Precisely the right amount and character of fat 
@ Precisely the right amount and character of carbohydrate 


Proper postpartum breast care prolongs the period of lactation and extends breast feeding 
through the critical first months of a newborn infant’s life. Sore, tender nipples, nipple fissures, 
or flat or partially inverted nipples interfere with the establishment and maintenance of a 
successful breast feeding regimen. 


Plastishields encourage breast feeding because 


@ PLASTISHIELDS protect lactating nipples from irritation and injury due to 
contact with clothing, thus aiding in avoidance of sore nipples. 


@ PLASTISHIELDS minimize handling of nipples by both nurse and mother and 
reduce danger from exogenous infection. 


@ PLASTISHIELDS keep nipples soft, moist and pliable, thus further aiding in the 
avoidance of sore, fissured, bleeding nipples. 


@ PLASTISHIELDS prevent the accumulation of dry, crusty exudate on the nipple 
surface. 


@ PLASTISHIELDS create a slight suction to help draw flat or partially inverted 
nipples to an everted position. 


eeeeceeee PLASTISHIELDS have greatest value when adopted as a routine hospital technic. They 


should be applied in the delivery room under aseptic technic directly after parturition and 
continued in use thereafter throughout the entire nursing period. Use of PLASTISHIELDS 
successfully bridges the gap between rigid hospital supervision and practical, inexpensive 
home breast hygiene. 


Plastishield, 


89 South Tenth Street + Minneapolis 3, Minnesota 
SAMPLE PAIR SENT ON REQUEST TO PHYSICIANS 
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Nitranitol’s safe, gradual, prolonged vasodilation permits 


hypertensives to resume more normal lives 


What's more, therapeutic dosages of NITRANITOL can be 
maintained over long periods of time . . . without frequent 


checkups . . . without worry about possible toxic effects. 


Is it any wonder that NITRANITOL is the universally pre- 


scribed drug in the management of essential hypertension? 


(Merrell 


New York ¢ CINCINNATI e Toronto 


for your nates patients: 


When vasodilation alone is indicated. Nitranitol. (% gr. mannitol 
hexanitrate. ) 


When sedation is desired. Nitranitol with Phenobarbital. (% gr. pheno- 
barbital combined with % gr. mannitol hexanitrate.) 


For extra protection against hazards of capillary fragility. 
Nitranitol with Phenobarbital and Rutin. (Combines 20 mg. rutin with above 
formula.) 


When the threat of cardiac failure exists. Nitranitol with Pheno- 
barbital and Theophylline. (% gr. mannitol hexanitrate combined with % gr. pheno- ' 
barbital and 1% grs. theophylline.) 


| 


in lobar pneumonia ‘The prompt response to Terramycin 
therapy in lobar pneumonia is consistent 
with results obtained in primary atypical 
pneumonia, bronchopneumonia and many 
other infections of the respiratory tract. 
In a typical series of pediatric cases, 
Terramycin-treated, “temperatures 
returned to normal in 24 to 48 hours 
after therapy was begun. The clinical 
appearance of marked improvement took 
place during the same period.” 


Potterfield, T. G., and Starkweather, G. A.: 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951 


CRYSTALLINE TERRAMYCIN HypROcHLORIDI 


available | Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO.,INC., Brooklyn 6, N. Y. 
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RELIEF 


from 


Bellaspro brings prompt and effective 
relief from the common aches and -algias 
... turning what might have been a 
wasted, pain-ridden day into one of com- 
fort and accomplishment. 


For relief of headaches, dysmenorrhea, 
neuralgia, myalgia, sciatica, lumbago: 


BELLASPRO® 


Belladonna Alkaloids 0.0714 mg. 
Equivalent in alkaloid content 
to 3.8 minims Belladonna Tincture 


Caffeine gr. 
Acetophenetidin gr. 
Acid Acetylsalicylic gr. 
Supplied in bottles of 100, 500 & 1000 tablets 


BELLASPRO® with codeine* 

No. 1 with 4 gr. codeine phosphate 

No. 2 with 14 gr. codeine phosphate 

Supplied in bottles of 100 and 500 tablets 
*Narcotic order form required 


Rationally formulated for rapid relief of pain 


VANPELT & BROWN, INC. © Phormoceuticol Chemists ¢ RICHMOND, VIRGINIA 
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KNOX GELATINE 


‘PEPTIC ULCER. 
GASTRIC DISORDERS 


(2) New Brochures 


You and Patients Need..Send today! 


Whee helpful information for you in peptic ulcer management 
with these two valuable brochures just off the press! Based on new 
research, one is for you, Doctor—the other for patients, explains in 
laity language the how and why of peptic ulcer: offers economical, 
easily-made, appetizing recipes with Knox Unflavored Gelatine, 
so useful in gastric disorders. BOTH FREE, so write today—be pre- 
pared to discuss them with patients. 

Knox Gelatine, Johnstown, N. Y. Dept.: GP. 


Aveoilable at grocery stores in 


4-envelope family size and 32-envelope 


economy size packages 


KN OX GELATINE U.S.P. 


ALL PROTEIN NO SUGAR 


ONTAINS 
4 ENVELOPES 


ot — 
ter 


THEIR LIFETIME i 
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> ou may prescribe "RAMSES”’f Vaginal Jelly 
with full confidence in its safety and 

effectiveness. No vaginal jelly available pro- 

vides a greater degree of spermicidal or barrier 

action than does ''RAMSES" Vaginal Jelly. 


IMMOBILIZES 
SPERM THE 


RECOGNIZED 
FOR CHEMICAL 
CONTRACEPTIVES 


y 


JULIUS SCHMID, 


Me This immobilization time is measured by the 
Brown and Gamble technique, the only method accepted 
by the Advisory Committee on Contraceptives of the 
Council on Pharmacy and Chemistry of the American 
Medical Association for determining the sperm immobili- 
zation time of chemical contraceptives. 


4 


gynecological division 


_ 423 West 55th Street, New York 19, N. Y. 
quality first since 1883 


tThe werd “RAMSES"” is a registered wedenerk of Julius Schmid, 
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‘sodium control 


ot a salt substitute: 


Sodium imbalance causes edema 


W hat it is: ‘Resodec’ is a remarkable new substance* that has the ability to remove 
excess sodium from the contents of the intestinal tract and to carry it out 
of the body in the feces. Hay, M. D., and Wood, J. E., Jr: Ann. Int. Med. 33: 1139 (Nov.) 1950. 


What it does: ‘Resodec’ produces the approximate effect of halving the patient’s salt 
intake—thus assuring adequate sodium control, with a minimum of dietary restriction. 


For complete details, dosage directions and contraindications, 
see professional literature—available upon request. 


the first positive means of achieving 


adequate sodium control in congestive heart failure 
Smith, Kline & French Laboratories, Philadelphia 


“Resodec’ Trademark *Polycarboxylic cation exchange compound 


| 
| 
sodium | sodium *‘“Resodec’ 
| 
 ‘Resodec’ restores sodium balance 


congestive heart f 


"NAME: Patient E.R.C. 
AGE: 67 — Male 


HISTORY No.: 50946 


DIAGNOSES: Hypertensive heart disease, cardiac enlargement, auricular 
fibrillation, and intermittent congestive heart failure, questionable 
rheumatic heart disease with mitral insufficiency co-existing." 


RESULTS: "In retrospect this patient has obviously benefited from 
"Resodec' supplementing his low-sodium diet. In spite of digitaliza-— 
tion, salt restriction, and frequent injections of mercurial diuretics 
between January of 1945 and May of 1950, he had had difficulty in 
remaining compensated, had not been able to work, and had been 
dyspneic and edematous during most of this period. 


"Since the second week of 'Resodec' therapy, however, he has required 
no further mercurial diuretics, and following the sixth week of resin 
therapy his digitalis was reduced from .9 to .7 weekly. After losing 
his edema over an initial three-week period, his weight has remained 
fairly constant at about 145 pounds. His blood pressure has been 
reduced somewhat, particularly the diastolic.... 


"He has felt much better during this period of therapy, has been able 
to do light work about his house, and resume activity which was 
previously denied him. This patient is particularly enthusiastic 
regarding 'Resodec' therapy and wishes to continue it indefinitely. 
He has noted no side effects to the 'Resodec' therapy and has not 
found it unpleasant to taste.... 


"He is at present on an intake of 450 mg. of sodium daily, calcium 
gluconate, two teaspoonfuls twice daily, 'Resodec' 45 Gm. daily, 
digitoxin .1 mg. daily, and no other medication." 


*Excerpts from an actual case history, as reported from a leading medical institution. 
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Sugar Coating 


Pentobarbital : 
Enteric Coating 


Phenobarbital 
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. induce! oy 
shell. of pentoborbital 

sodium su: tamed by 
“deloyéd release of enteric- 
coated: phenobart ital (4 


of “hangover” symptoms 
thanks to Unique 

tandem’ action’ and corefully 
adjusted barbiturate belance ~ 


TRADEMARK 
PENTOBARBITAL + PHENOBARBITAL 


qa new 


TWIN-ASCTION 
sedative of 


unique construction 


SUPPLIED: Bottles of 100 and 
1000 round, blue tablets. 


B. F. ASCHER & COMPANY, INC. 
Cthical KANSAS CITY, MISSOURI 
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the 


formula 


Constant improvements have kept the 
Stuart Formula one of the finest multi- 
vitamins available 


TWO TABLETS (average daily dose) stand- 
ardized to contain: 


VITAMINS 


COMPLETE B COMPLEX 
Niacin and Niacin Amide . . . . . 30 mg. 
50% Concentrate 
Panthenol. 4&3 mg. 

Also other members of the B Complex from natural 
sources, yeast and liver fraction 2 


MAINTENANCE MINERALS 


TRACE MINERALS 


AVAILABLE AT ALL PHARMACIES 
STILL THE SAME LOW COST 


Vitamins 
ADB, Bo Bg 
P-P Bp CE 


Panthenol 
including entire 


B Complex 
and Minerals 


See back lobe’ 
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| ew Bulk Laxative - CMC 
ms zels. ily at first. Later 
72 2 capsules daily. methylcellulose. 
- sro” tests: PATIENTS \ : 
‘ in vitro cost TO 
: Evalu All Pharmacies Sarsoxy Mervyn 
Bulk I | con bulk laxative for 
treatment of the more comme 
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Curb the overzealous appetite. 


Insure against nutritional deficiency 
caused by the restricted diet. 


AM PLUS for more rapid, more 


effective and safer obesity treatment. 


EACH CAPSULE CONTAINS 
DEXTRO-AMPHETAMINE SULFATE... 5 mg. 


VITAMIN A 5000 U.S.P. Units 
VITAMIN D 400 U.S.P. Units 
plus 8 vitamins and 11 minerals THIAMINE HYDROCHLORIDE 
RIBOFLAVIN 2 me. 
all in one capsule PYRIDOXINE HYDROCHLORIDE. ... 0.5 mg. 
NIACINAMIDE 


Available at all Pharmacies 


J. B. ROERIG AND COMPANY, CHICAGO II, ILL. 
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MANGANESE................... 0.33 mg. 
MOLYBDENUM................... 0.2 mg. 
POTASSIUM..................... mg. 
ASCORBIC ACID................ 37.5 mg. 
ee CALCIUM PANTOTHENATE......... 3 mg. 
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PROVED AGAIN... 


The Value of 


BOTTLED CARBONATED BEVERAGES 
in Time of Disaster! 


THE RECENT disastrous Midwest flood wreaked 
severe havoc with municipal water systems, as 
weli as homes and businesses. Unleashed mud 
and filth, flooding the Kansas City, Missouri, 
pumping plant, rendered for a time the city’s 
water unfit for drinking. Every drop of uncon- 
taminated drinking water became truly precious. 

Because bottled carbonated beverages are 
wholesome food products which offer safe fluid 
intake, health officials quickly recognized their 
importance during the critical period. Several 
thousand cases of bottled carbonated beverages 
were rushed by relief agencies to the stricken 


“ 


areas for the homeless and hospitalized victims. 

The safety of these beverages is shown in lab- 
oratory tests which prove that CO, inhibits the 
growth of most pathogenic organisms. Their 
manufacture employs modern techniques in- 
volving the newest, highest principles of chem- 
istry, bacteriology and engineering. 

Flood or fire, whenever water supplies have 
been short or contaminated, bottled carbonated 
beverages have proved their positive value. The 
soft drink industry is proud of its part in help- 
ing overcome a serious health menace during 
the worst natural catastrophe in our history! 


The National Association of the Bottied Soft Drink Industry 


AMERICAN 
BOTTLERS 


jvaievo | AMERICAN BOTTLERS OF CARBONATED BEVERAGES 


WASHINGTON 6, D. C. 
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lactation CAPSULES 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 
capsules. 


Each capsule contains: 


Dicalcium Phosphate (Anhydrous).......... 0.45 Gm. 
Bone OFS Gm, 
Vitamin A (Ester)...... 
Vitamin D (Irradiated Ergosterol)..... 400 U.S.P. Units. 


Ferrous 


Yalbor VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. 
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new, non-barbiturate hypnotic 
for safe, sound sleep 
without drug hangover 
free from habit-forming 
properties of the barbiturates 


a 


‘ 
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safe 


free from habit-forming or addiction properties of barbiturates; rapidly 
metabolized; no cumulative action; no toxic effects on prolonged use 


acts gently and quickly in insomnia 
mild hypnotic action quickly induces restful sleep 


no prolonged suppressive effect 
**:» action subsides after a few hours; patient continues to sleep naturally 


no drug hangover 
patient awakens refreshed with no “drugged” feeling 


DORMISON is a substance new to pharmacology, completely different 
from barbiturates and other hypnotics. It contains only carbon, hydrogen and 
oxygen. It has no nitrogen, bromine, urea residues, sulfone groups or chemical 
configurations present in depressant drugs now in use. 


The usual dose of Dormison (methylparafynolt) is one or two capsules, 

Raken just before the patient is ready for sleep. Dormison’s wide margin of 
ety allows liberal adjustment of dosage until the desired effect is obtained. 
peison is supplied as 250 mg. soft gelatin capsules in bottles of 100, 


CORPORATION BLOOMFIELD, N. J. 


*T.M. Pat. Pending 
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Gentle, Effective Action 
"Phospho-Soda (Fleet)'s* action is prompt and thorough, free 

from any disturbing side effects. That's why so many madern 
— clinicians endorse it...why so many thousands : 
ot physicians rely on it for effective, yet judicious re ief o 
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*Phospho-Sede (Fleet) is solution containing in each 100 biphosphote 48 Gm. o 
Phosphate 18 Gm. Both ‘Phospho-Soda’ and ‘Fleet’ trade marks of C.B. Fleet 
LP B. FLEET CO., INC. LYNCHBURG, VIRGINGA 
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The blood-building, 
appetite-building 


iron tonic 


with B.. activity 


plus .. . iron (ferrous gluconate) in tonic 
quantities 


plus .j . . essential B complex vitamins well 
in excess of known minimum 
daily requirements 


plus ... pleasant taste, too 


ELIXIR CAPSULES 


BETA-CONCEMIN FERRATED 


IRON-B COMPLEX WITH Bi2. ACTIVITY Beta-Concemin ® 


New York « CINCINNATI © Toronto 
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Abstract 


Vainder' administered M-Minus 4 in 153 cases of premenstrual tension. All 
patients had most or all of the symptoms, which include tissue turgor, abdominal 
distention, headache, backache, nausea, breast tenderness and fullness, irritability 
and nervousness. The patients did not know the purpose of the medication. 
M-Minus 4 was taken in tablet form, three times daily, beginning about four 
days before menstruation. ‘Results were uniformly good” with “‘at least some 
relief from the symptoms of distention, breast tenderness and abdominal discom- 


fort” in every case. Of 41 patients with concomitant dysmenorrhea, 32 were 
completely relieved. 


1. 


Vainder, M.: Theory and Rationale in the Treatment of Premenstrual Tension and Dysmenorrhea, 
Industrial M. & Surg. 20:199-201 (April) 1951. 
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Each tablet contains: 


N,N-Dimethyl-N’- (2-pyridyl) -N’- 

(p-methoxybenzyl) ethylenediamine 

8-bromotheophyllinate [pyrabrom]....................- 50 mg. 


MINUS 


TRADE MARK 


PREMENSTRUAL ANTITENSIVE 


Bottles of 24 and 100 tablets 


LABORATORIES 
DIVISION NUTRITION RESEARCH LABORATORIES, INC. 
CHICAGO 11, ILLINOIS 


Abstract 


Bickers and Woods? define premenstrual tension as essentially a water toxemia 
caused by endocrine disturbance. They studied a group of 22 patients with severe 
premenstrual tension. The average weight gain due to premenstrual water reten- 
tion was 6.8 pounds (in one patient 11.5 pounds). Symptoms did not occur when 
the water-fixing substance of the premenstrual period was blocked. 

The effective agent was the antipitressin compound, pyrilamine bromotheophyl- 
linate. In an experimental study the same authors induced edema in rats by 
administration of pitressin; this was not improved by testosterone or ammonium 
chloride, but was relieved by the antipitressin diuretic agent. 

M-Minus 4 combines the antipitressin diuretic agent, pyrilamine bromotheo- 
phyllinate, with acetophenetidin, well known for its profound analgesic effect on 
painful headaches and cramps. 


2. Bicker 


on 7. W., and Woods, M.: Premenstrual Tension—The New England J. M., 245:453-156 (Sept. 
vol. 
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almost 


a quarter 


whe 
allergic to 


cow's milk2 


“Approximately one of every fifteen infants is allergic 
to cow's milk to some degree...,” according to Clein in 

a recently published article.* These allergic reactions pro- 

duce a multiplicity of strange, baffling, serious and apparently 
unrelated clinical syndromes. 

In Clein’s series of 140 distressed babies allergic to milk, “most 
babies were relieved of their symptoms almost immediately by 
discontinuing cow's milk in their formula and substituting 
Mull-Soy...”* These symptoms include eczema, pylorospasm, 
diarrhea and colic. 

Mull-Soy supplies (in standard 1:1 dilution) essential protein, 
fat, carbohydrate and minerals comparable to those of cow's and 
goat's milk. The fat in Mull-Soy is soy oil, a good source 
of unsaturated fatty acids. 

Mull-Soy is a liquid, homogenized (vacuum-packed) 
food —easy to take, easy to prescribe. 

Available in drugstores in 15% fl. oz. tins. 


*Clein, N. W.: Cow's Milk Allergy in Infants, 
Annals of Allergy, March-April, 1951. 


hypoallergenic diets for infants, children and adults 


The Borden Company, Prescription Products Division, 350 Madison Avenue, New York 17 
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FOR LONG-RANGE THERAPY 


Only Whole-Powdered Veratrum Viride 
Con Give This Advantage 


Veratrum Viride Purified 
Alkaloid Preparation 


A PROLONGED EFFECT 


For routine therapy in essential hypertension, Vera- 
trite presents a prolonged hypotensive action with the 
greater margin of safety characteristic of standardized 
whole-powdered veratrum viride (Irwin-Neisler). A re- 
pository-like effect is produced in the intestinal tract, 
slowing the release of the active alkaloids and pro- 
longing the hypotensive action. This cushioned effect 
is obtained only with the whole-powdered drug. 


Veratrite produces a calm, gradual fall in blood pres- 
sure without disrupting circulatory equilibrium. Sub- 

Each VERATRI . : jectively, the patient’s well-being is restored by 
parma relieving headache, dizziness and easy fatigue. Vera- 
trite has the particular advantage of economy of 


Phenobarbital . 

Beginning Dose: therapy and simplified dosage. Side-effects are 
meals. minimal. 

Nuleetehhere 8 ha Supplied: Bottles of 100, 500, 1000 at prescription 
the Craw Daphnia Y- pharmacies everywhere. 


in Mild ond Moderate (Grades | and II) Hypertension 
IRWIN, NEISLER & COMPANY «+ DECATUR, ILLINOIS 
Kesearch le Sewe Your Praciive 


GP @ December, 1951 


4 
: 
3 
189 


An Aid to 


Granulation and Rapid 
Epithelial Repair 


heals 


soothes 


e protects 


in 
chronic ulcers... 
bedsores .. . 

burns, sunburn... 

diaper rash... intertrigo... 
winter “eczema”... 

dry skin... 

fissured nipples... 
pruritus... 


abrasions, traumatic 


lacerations, and 


similar slow-healing 


(unretouched photographs— 
chewing wounds and incisions 


White's Vitamin A and D Ointment) 


October 11, 1950 


Vitamin A and D Ointment 


White Laboratories, Inc. 
Kenilworth, New Jersey 
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$7.50 


with Name in Gold 


The Wi-Re-Co System 

...1S a record system designed especially for 
doctors. It is a proved system incorporating con- 
cise histories and an accurate financial record 
for each patient. Its use simplies office routine, 
aids in collections, eliminates forgotten charges, 
provides more efficient handling of patients. 


WITMER 


RECORD BOOK 


Designed Expressly for the 


This is.a complete yearly financial register... all your daily 
records in one single volume. Enthusiastically recom- 
mended by many hundreds of doctors. Here is what the 
WITMER DAILY RECORD BOOK contains: 


@ 380 pages for daily entries, allowing extra pages for 
busy days with more than 47 patients. 


@ Each daily record sheet contains a patient's register with 
47 name spaces, daily summary, cash balance, and 
disbursements. 


@ 16 monthly summary pages. These are double pages, 
one side for monthly summary of receipts, one side 
for monthly summary of expenses. 


@ 8 utility pages which may be used for records not otherwise 
provided for. 


@ Yearly summary of receipts and expenditures. All the figures you 
need for your income tax reports. 


@ Complete detailed instructions for use of the book. Each 
step carefully and clearly shown. 


@ Pages are not dated, paper is highest quality, binding 
arranged so each page opens to flat writing surface. 


ter 
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WITMER RECORD COMPANY 
110 West 19th Street Kansas City 8, Missouri 


Yes! «++! am interested in the Daily Record Book and the Wi-Re-Co 
record system. Please send me your brochure. 
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STABLE 


(ACTH) 


American Medica 
Associetion. 


ring 


The Wilson Laboratories use the 
generic namée—CORTICOTROPIN 
SotutTion—for the adrenocorti- 
cotropic hormione: It is stand- 
ardized in U.S..P. units, as 
recommended by the © »uncil on 
Pharmacy and Chemistry of the 
American Medical As‘ociation 
and the U.S, Pharn:acopoeia 


‘Committee.! It thus =ainimizes 


the confusion which may result 
from a multiplicity of standards 
and names. 

1. Editorials a 


nd Coraments, 
J.A.M A, vol. 147, No. 4 
(September 22) 1951, 
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Chemistry: of the Wig tt of the ancien? 


Pituitary adrenocorticotropic hormone (ACTH) 
in stable solution at a substantially lower cost 


THE WILSON LABORATORIES ANNOUNCE NEW MAJOR ADVANCEMENTS IN ACTH THERAPY 


+ 


STABLE SOLUTION 

CoRTICOTROPIN SOLUTION Wilson—developed through Wilson 
research— provides an ACTH solution which is stable for more 
than 1% years without perceptible loss of potency. 


MULTIPLE DOSE VIAL—Ready for immediate Use 
CoRTICOTROPIN SOLUTION Wilson makes available AcTH in 
a multiple dose vial for greater convenience, economy and 
speed of administration. 

The inconvenience of mixing individual doses is eliminated. 
There is no waste. The contents of the vial may be used as 
needed. 


CoRTICOTROPIN SOLUTION Wilson is a true solution, not a 
suspension . . . does not require aqueous reconstitution, heat- 
ing or shaking. 


SUBSTANTIALLY LOWER COST 

The new methods of preparation, purification and standard- 
ization used by The Wilson Laboratories, combined with the 
economy measures gained through rigid ‘farm to pharmacy” 
control, have permitted a substantial reduction in the cost of 
ACTH therapy. CORTICOTROPIN SOLUTION Wilson is available 
at a price most patients can afford. 


Physician’s price—$10.00 per 5 cc. vial containing 200 U.S.P. 
units, equivalent to $2.00 per cc. containing 40 U.S.P. units. 


WELL-TOLERATED 

As a result of The Wilson Laboratories’ new precise methods 
of purification, control and production, CORTICOTROPIN SOLU- 
TION Wilson is well-tolerated and exerts the full desired 
pharmacologic activity. 


THE WILSON LABORATORIES— 
division of Wilson & Co., Inc., 


THE WILSON LABORATORIES a leader in the meat processing 


Chicago 9, Illinois 


industry—has pioneered the de- 
velopment of fine pharmaceu- 
ticals of animal origin for more 
than 33 years. 
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‘Eskel’ relieves 60% of 


bronchial asthma attacks. . 


from the May-June issue of the | Annals of Allergy’: 


CONCLUSIONS 


[‘Eskel’], in 100 mg. doses, relieved a significant percentage (60 
per cent) of patients observed during the acute attack of asthma... 
Side reactions... occurred in a low percentage of clinic patients... 


One advantage of the administration of [‘Eskel’] is its prolonged ; 
duration of action. Also, since [‘Eskel’] has little effect on blood © 
pressure when given in ordinary dosage, it should be particularly 
useful in asthmatics with concomitant hypertension. i%: 


te 
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From the results obtained in this series of forty-five patients and» ; 
from other patients now under observation, it is felt that [‘Eskel’] 
will have a useful place in the treatment of bronchial asthma. 


Two tablet sizes 


‘Eskel’ is now available in two tablet 1. Derbes, V.J., et al.: Observa- 
tions on the Action of Khellin in 
Attacks of Bronchial Asthma, 
Ann. Allergy 9:354 (May-June) 
1951. 


extracted from the plant Ammi visnaga. ‘Eskel’ T.M. Reg. U.S. Pat. Off. 


sizes: 20 mg. (new) and 40 mg. 
Each tablet contains a blend of 


active principles, chiefly khellin, 


Smith, Kline & French Laboratories, Philadelphia 


GP @ Volume IV, Number 6 


| 
= 
| 
‘ = 
: 
TRS 
4 
- 
| 
: 
194 


ittle you can do 
VIRUS 


s | 
of the Common Cold... 


Though there 
about the 


YOU CAN COMBAT THE 


PENICILLIN-SUSCEPTIBLE Secondary Invaders 


(A BBO TF’ S oO R RATE 


Fa TOO OFTEN the so-called common cold is 
preceded, accompanied or followed by respiratory 
infections caused by organisms susceptible to peni- 
cillin. That is when direct topical therapy with the 
AEROHALOR is indicated—inhalation therapy which 
deposits penicillin dust where it is most useful. 


Let us make this point clear. We do not recom- 
mend Penicillin powder inhalation therapy with 
the AEROHALOR as a cure for the virus cold. It is not. 


Krasno and Rhoads! report: ‘“The course of 
ordinary colds is strikingly shortened by prompt 
use of the penicillin dust inhalation. We have no 
illusions that it is effective against virus that in- 
itiates the common cold or any other viruses.” 


Also by the same authors: “‘We are fully aware 
that the etiologic agent of the common cold is 
probably not a penicillin-sensitive organism. Sec- 
ondary invaders undoubtedly account for the ac- 
centuation of the initial symptoms and in most 
instances for the more serious complications. Dra- 
matic results often are seen in those patients in 
whom the cold has been hanging on.” 


The AEROHALOR is also indicated as an adjunct 
in the treatment of the following: 


Tracheitis and laryngitis, acute rhinitis and naso- 
pharyngitis, acute and chronic sinusitis, acute and 
chronic bronchitis and the infectious component 
of bronchial asthma, upper respiratory infections 
before and after surgery, postoperative pulmonary 
infections, secondary invaders of virus pneumonia, 
Vincent's angina and symptomatic treatment of 
bronchiectasis. 

The possibility of sensitivity to penicillin neces- 
sitates caution in inhalation therapy, particularly 
in patients with asthma or history of allergy. 


Each AEROHALOR comes assembled with mouth- 
piece for oral inhalation. An easily interchangeable 
nosepiece is included in the package. AEROHALOR 
Cartridges, prescribed separately, each containing 
100,000 units of finely powdered penicillin G po- 
tassium, are supplied three to an air-tight vial. 


JULIO DE DIEGO 


*Reg. Trade Mark for Abbott Sifter Cartridge 1. Krasno, L., and Rhoads, P. (1949), The Inhalation of 


For literature write to Abbott skeg. Trade Mark for Abbott Sifter . and Bho (1949), The of 
P ° an artridge patente ‘enicillin Dust; Its Proper le in the Managem 
Laboratories, North Chicago, Ill. Obbott 


in U. S. and foreign countries. of Respiratory Infections, Amer. Prac., 11:649, July. 
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R TO SPEED CONVALESCENCE 


THERA-VITA* warner — 


with Synthetic Vitamin A 


The multivitamin preparation 
of therapeutic proportions 
without fisky after-taste. 


100 carsuuts Prescribe THERA-VITA* ‘Warner’ 
to meet increased vitamin 
virasin Carsuuts requirements and to facilitate 
recovery in viral or bacterial 
respiratory tract infections and 
debilitating disorders. Also for 
intensive therapy of vitamin 


deficiencies encountered in allergic 


convalescence, inadequate diet, 
hyperthyroidism, gastrointestinal 
disturbances, metabolic disorders. 


DOSAGE: One to three capsules daily as required. 
PACKAGE INFORMATION: THERA-VITA*, Therapeutic 
Vitamin Capsules ‘Warner, are available in 

bottles of 25, 100, and 1000 capsules. 


WILLIAM R. WARNER 
Division of Warner-Hudnut, Inc. 
*T. M. Reg. U.S. Pat. Off. NEW YORK LOS ANGELES ST. LOUIS 


GP @ December, 1951 


i 
d 
do 
/ 
| b 
ay 
i 
cat 
f 
q 
— 
bs ¢ 
j 
ond C. The MOR tor and wy 
KEEP IN A COOL PLACE 
= 
a a 
195 


mm —the new repository 


ACTH preparation 
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AUTHAR 


TONG-ACTING 


ACTHAR Gel—a new repository ACTH preparation—is an important 
contribution to home and office treatment. A single injection in 
many cases provides an adequate daily dosage. Thus simplified ad- 
ministration plus a considerable price reduction of ACTHAR, which 
is fully reflected in the price of ACTHAR Gel, provides further economy 
of ACTH therapy. 


ACTHAR Gel possesses all the efficacy of ACTHAR in aqueous solution 
and is well tolerated locally, whether administered intramuscularly 
or by deep subcutaneous injection. 


Indications: Rheumatoid arthritis, rheumatic fever, acute lupus 
erythematosus, drug sensitivities, severe bronchial asthma, contact 
dermatitis, most acute inflammatory diseases of the eye, acute 
pemphigus, exfoliative dermatitis, ulcerative colitis, acute gouty 
arthritis, secondary adrenal cortical hypofunction. 


Supplied: In 20 1.U. (mg.) and 40 I.U. (mg.) per cc. in 5 cc. vials. 


*THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H.) 


AA: THE ARMOUR LABORATORIES ciicsco 11, wnois 
world -wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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rapid decongestion— 


no excitation 
no wakefulness 


Benzedrex Inhaler produces almost no central nervous stimulation. 


This volatile vasoconstrictor may therefore be used even by 


those patients in whom such ephedrine-like effects as insomnia, 


restlessness, or nervousness are frequently encountered. 


The vapor of Benzedrex Inhaler opens intranasal ducts and ostia 
which are often inaccessible to liquids. It effectively relieves the 


congestion of head colds, allergic rhinitis and sinusitis. 


Recommend Benzedrex Inhaler for use between treatments in your office. 


Smith, Kline ¢ French Laboratories, Philadelphia , 


Benzedrex Inhaler 


the best inhaler ever developed 


‘Benzedrex’ T.M. Reg. U.S. Pat. Off. 
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Pie = what do you look for 
in an x-ray machine? 


value] > 


Rightly, you regard the purchase of an x-ray machine as a long-term invest- 
ment. You'll get year after year of faithful service from a Picker machine; 
it’s honestly built of fine materials by painstaking craftsmen, without skimp 
or compromise. 


is it| Case of operation? 


The automatic monitor control principle was pioneered by Picker; we have 
led the industry ever since in reducing the complexity and increasing the 
certainty of x-ray operation. Picker machines are noted for the smooth, quiet 
way they run... for the ease with which they “handle.” 


is ita name) you can trust? 


Building fine apparatus is a habit of over half a century's standing with 
Picker. Wherever quality counts...in hospital x-ray departments, in the 
offices of distinguished radiologists the world over, you will find Picker 
equipment highly regarded. And your investment will always be safeguarded 
by an alert service organization which has won an enviable reputation for 
devotion to the customer’s interest. 


Pi 


then it’s machine that you want 


Users say the Picker “Constellation” all you expect/... and more 


x-ray table is without r in the 
range of things it can do, and the 


ew does them. PICKER X-RAY |CORPORATION 
rhaps the nature of your practice 
does not require such versatility; 25 South Broadway, White Plains, N. Y. 


somewhere in the broad Picker line 
there’s a model exactly suited to 
your professional demands. 
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| That's the sign for SYNTHENATE TARTRATE therapy 


... for, in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 


In 65% of cases complete remission ot symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 


Injection is simple...relatively nontoxic...prolonged in effect. SYNTHENATE “ 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 

rate; thus it is effective without appreciably increasing the work of the heart. 

It does not cause cardiac arrhythmias, does not stimulate the central nervous 

system, does not produce signs of anxiety. 


DOSAGE: 1 cc injected intramuscularly or subcutaneously , .. repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


Trademark 
TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 
— boxes of 12 and 25. 


Complete literature to physicians on 
request. 


George A. Breon & Co. 


Sit as Pharmaceutical Chemists © 1450 Broadway, New York 18, N.Y. 


GP © Volume IV, Number 6 


3 
ssf 
mad 
pat et 
. 
=). 
| | 
a 
* 
209 
4 
x 


antibacterial action plus ™ 


2 greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking 
and no need for alkalinization. 


higher blood level 


Gantrisin not only produces a higher 
blood level but also provides a 
wider antibacterial spectrum. 


economy 


Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 


less sensitization 


Gantrisin is a single drug—not a mixture 
of several sulfonamides—so that there is 
less likelihood of sensitization. 


GANTRISIN®-brand of sulfisoxazole 


(3,4-di 


TABLETS © AMPULS © SYRUP 


HOFFMANN-LA ROCHE INC. 


Roche Park Nutley 10 New Jersey 
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A New Case History With Pictures 


The unique value of Dexamyl* in providing symptomatic relief from mental and 
emotional distress is clearly demonstrated in this case history—from the file of a 
Philadelphia general practitioner. 


* 


Patient: T.H. (shown in photos on opposite page), age 62, ’ 
widowed, father of 6 children, afflicted with arterioscle-— 

rotic, hypertensive, cardio-renal disease. Although basically 

a fine individual, he had become a "typical alcoholic". 


"His emotional balance became seriously disturbed and he 
would cry and exhibit depressive characteristics, with or 
without intoxication ... His mood would rest ona hair... 
His nausea, vomiting and inebriety; his emotional outbursts, 
depression and constant reiteration; his carelessness of 
personal habit; ... all of these had gradually decreased the 
love of his children for him." 


Medical Treatment: Dexamyl —- 2 to 4 tablets daily. 


Results: "Adequate dosage decreased the demand for liquor 
and gave him an increased sense of well-being. Emotional 
balance was more easily sustained; daily habits were more 
normal. His personal life became less objectionable to 
his family. Sleep, for the first time in years, was 

more tranquil." 


D ee x a myl its “normalizing” effect 


ameliorates mood...relieves inner tension 


Each tablet contains Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 
5 mg.; Amobarbital, Lilly, 4% gr. (32 mg.) "TM, Reg. U.S. Pat. Off. 


Smith, Kline & French Laboretoen Philadelphia 
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These unposed photographs of patient T. H. were snapped during an actual interview with his phy- 


sician. He is describing his symptoms of mental and emotional distress. See the opposite page for the 
case history of this patient. 


YOU WON’T OUTGROW 
THESE X-RAY UNITS! 


Horizontal Bucky Table — This is the simplest, the basic 
Maxicon unit. Practical for use in straight radiography, it 
can later be upgraded to provide one of many units to ex- 
pand your facilities. 


Single-Tube Combination— Another Maxicon unit acquired 
by augmenting the basic table. The table-mounted tube 
stand is a part of the table— angulates with it — is the 
only one that permits straight-line tube positioning. In- 
stantly converted from radiography to fluoroscopy. 


New Dual-Position Table — ©ne of your many choices may 

this unit for radiography 2nd fluoroscopy with either a 
25 or 100 ma generator. Its “tip-up” top permits vertical 
as well as horizontal patient positioning. 


Motor-Tilt Combination — The ultimate in Maxicon units 
gives you foot-pedal controlled tilting. Complete radi- 
ee and fluoroscopic service is afforded by the inde- 
pendent tube stand, fluoroscopic carriage and screen unit, 
two rotating anode tubes and a 200-ma generating unit. 


The MAXICON provides just the x-ray facility required 
---unit by unit as needed 


There’s small chance that your professional progress 
will obsolete your x-ray apparatus — /f it’s a Maxicon. 
The ogy component construction of this excep- 
tional line of diagnostic equipment lets your x-ray 
facilities grow to meet changing needs. With the 
Maxicon, it is possible to cover the complete range of 
diagnostic x-ray apparatus from the horizontal x-ray 
table to the 200-ma, two-tube, motor-driven combina- 
tion unit. 


Get full details about the remarkable flexibility of 


the Maxicon. Ask for literature on the units ijlustrated 
or the complete Maxicon line. See your GE x-ray 
resentative, or write X-Ray Dept., General Electric 
Company, Milwaukee 14, Wisconsin, Rm. F-12. 


GENERAL @@ ELECTRIC 
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a more complete solution... 


OBEDRIN.”“THE 60-10-70 DIET 


Obedrin Tablets permit full utilization of the appe- 
tite depressing action of methamphetamine hydro- 
chloride but eliminate the central nervous stimu- 
lation, so the patient does not suffer from nervous 
irritability and insomnia. 


The 60-10-70 Basic diet provides the basic mini- 
mum of proteins to maintain nitrogen balance, the 
basic minimum of carbohydrates to “burn off’ ex- 
cessive fat in storage. 


Obedrin Tablets and the 60-10-70 basic diet will 
permit loss of weight with minimum discomfort, 
thus inviting patient cooperation. 


FORMULA 


*Semoxydrine 
Hydrochloride 
Pentobarbital Sodium . . 
Ascorbic Acid 
Thiamine 
Hydrochloride 
Riboflavin 


® Methamphetamine Hydrochloride 
Obedrin is supplied in bottles 
of 100, 500 and 1,000 yellow 
grooved tablets. 


A COMPLIMENTARY PAD OF DIR 
SHEETS AND A TRIAL SUPPLY O 
OBEDRIN SENT TO PHYSICIANS ON 


REQUEST. MASSENGILL TENNESSEE 


The 
4 
4 
; 
5 mg. 
20 mg. 
0.5 mg. 
1 mg. 
a Nia 5 mg. 
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at 
ad 
% 
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A NEW HYPOALLERGENIC PENICILLIN SALT 


Through the routine use of Compenamine, reactions to 
penicillin can be reduced significantly below that encoun- 
tered with other available forms of penicillin G. This hypo- 
allergenic characteristic of Compenamine permits its use 
even in known penicillin reactors; in this group it reduces 
the incidence of reactions by at least 80 per cent. Thus 
Compenamine brings new safety to penicillin therapy. 

A research development of C.S.C. Pharmacevticals, 
Compenamine is generically designated as /-ephenamine 
penicillin G. Its clinical behavior and therapeutic per- 
formance are identical, unit for unit, with comparable 
dosage forms of procaine penicillin. Nearly insoluble in 
water and oil, its dosage forms are of the repository type. 

Compenamine is priced identically with procaine peni- 
cillin G. Hence economic considerations are no obstacle 
to its routine use. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 E. 42nd St., New York 17, N. Y. 
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(Continued from Page 23) 
sibilities. First, of course, is that these drug houses, within 
themselves and with their own public relations and pub- 
licity men, make a firm effort to lower the cost of their ad- 
vertising budget. The second possibility is the use of a 
physician, preferably a general practitioner, because he is 
the one who sees the wealth of nonsense, to act as a con- 
trolling hand in the distribution of advertising matter. 
Third, send a circular to end all circulars and get a gen- 
eral consensus from a selective section of the medical 
profession, and the last is, keep my mouth shut and watch 
private practice collapse because of its overwhelming cost 
to the patient. 

Epwin Martin, M.D. 
Mt. Holly Springs, Pennsylvania 


On the other hand, only sales pr ti kes possible 
mass production, which reduces the unit cost of manw- 
factured articles, like pharmaceuticals. But, what do others 
think?—Ep. 


From 1952 Scientific Exhibitors 


Dear Sir: 
It will be a pleasure to appear before your group again. 
I still have most pleasant memories of the San Francisco 
meeting. 
O. SpurceoN ENGLISH 
Temple University Hospital 
Philadelphia, Pennsylvania 


We appreciated very much the courtesies extended our 
presentations at your San Francisco and St. Louis sessions, 
and we would be honored to participate in the 1952 As- 
sembly. 

Jayne SHOVER, 
Associate Director 
National Society for Crippled 
Children and Adults, Inc. 


I am greatly in sympathy with the objectives of the 
American Academy of General Practice and appreciate the 
opportunity to present our exhibit to our most important 
general practitioners. 

Janet M.D., 
Associate Professor of 
Clinical Pharmacology 
Cornell University 
Medical School 
New York, N. Y. 


We are more than happy that our material is of interest 
to you and will make every effort to adapt our exhibit to 
your special needs. 

Hans Kraus, M.D. 
New York, N. Y. 


I feel greatly honored at the opportunity of showing my 
exhibit on simplified bowel anastamosis before such a 
group as the A.A.G.P. This group, as a local organization, 
consists of men I consider my best friends and it has al- 
ways been a privilege to be of any service to them. 

J. Peyvron Barnes, M.D. 
Houston, Tex. 


GP © December, 1951 


Academy Members 


may now order 


GIFT 


Subscriptions 


for 


Hospital and Medical 


School Libraries 


at $500 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions -by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked “Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 
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DEXTROGEN 


Ready to use and in liquid form, Dextro- 
gen is a concentrated infant formula, 
made from whole milk modified with 
dextrins, maltose, and dextrose. In addi- 
tion, it is fortified with iron to compen- 
sate for the deficiency of this mineral in 
milk. Diluted with 14% parts of boiled 
water,* it yields a mixture containing proteins, fats and 
carbohydrates in proportions eminently suited to infant 
feeding. In this dilution it supplies 20 calories per ounce. 


The higher protein content of normally 
diluted Dextrogen—2.2% instead of 
1.5% as found in mother’s milk— 
satisfies every known protein need of the 
rapidly growing infant. Its lower fat con- 
tent makes for better tolerability and 
improved digestibility. 
Dextrogen serves well whenever artificial feeding is indi- NOTE HOW SIMPLE 
cated, and is particularly valuable when convenience in velhonatenn 
All the mother need do 


is pour the contents of 
formula preparation is desirable. des can into 


ly cl d 
*Applicable third week and thereafter; 1:3 for first week, 1:2 for second week. a we ‘bottle, ‘ond 


ill with previousl 


THE NESTLE COMPANY, ING. reads 


to fe 
COLORADO SPRINGS, COLORADO 
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@ EACH TABLET CONTAINS 
Calcium Levulinafe .............. . 4gr. 
Vitamin B; (Thiamine) 
Vitamin C (Ascorbic Acid) ........10 mg. 
Vitamin D (Steenbock) 250 U.S.P. Units 


® DOSAGE 
Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
* Chocolate flavored—No chalky taste 
* Non-irritating—No side effects 


INDICATIONS 
Tetany 
Arthritis 
Skin Conditions 
Muscular Fatigue 
Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


WILCO LABORATORIES 


800 N. Clark St. 


Chicago 10, 111. 


Kremers-Urban Co............... 20 
Lakeside Laboratories........3rd cover 
. 
| 
| Wilco Laboratories...............209 
= 
| 
Enclose 
professional 
ve WILCO card. 
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for the lethargy, depression 


and discomfort* of 


colds and grippe 


**Edrisal’ does more than relieve 
the aches and pains of colds and grippe. 
Because it contains ‘Benzedrine’ Sulfate, 
it also relieves the lethargy and depression 
that magnify your patient’s discomfort. 


Each dose (2 tablets) contains: 
‘Benzedrine’ Sulfate 
Acetylsalicylic acid . 
(Be sure to prescribe 2 tablets per dose—to get the 
full benefit of the ‘Benzedrine’ component.) 


Smith, Kline & French Laboratories, Philadelphia 


Edrisc] sce 


For unusually severe discomfort, prescribe ‘Edrisal with Codeine’. 


‘Edrisal’ and ‘Benzedrine’ T.M. Reg. U.S. Pat. Off. 
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parentoral way 


Just one or two tablets daily— 
plus an occasional injection 


Just one or two Tablets MERCUHYDRIN with Ascorbic 
Acid daily — plus an occasional injection of MERCUHYDRIN 
Sodium — keep the average cardiac edema-free. For 
convenience, safety, effectiveness prescribe 


oral mercurial diuretic 


the simplest method of outpatient maintenance 


To secure the greatest efficacy and al/ the advantages of 
Tablets MERCUHYDRIN with Ascorbic Acid, 

a three-week initial supply should be prescribed... 

25 to 50 tablets. 


DOSAGE: One or two tablets daily — morning or evening — 
preferably after meals. 


AVAILABLE: Bottles of 100. Each tablet contains meralluride 
60 mg. (equivalent to 19.5 mg. mercury) and ascorbic acid 100 mg. 
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LACTUM has these three dimensions... 
for Lactum is an evaporated whole milk and 
Dextri-Maltose® formula. 


Its proportions are those of milk and 
Dextri-Maltose formulas used successfully 
in infant feeding for forty years. 


And its caloric distribution (16% protein, 
34% fat, 50% carbohydrate) is based on 
authoritative pediatric recommendations. 


EVAPORATED 
FAT ang ALTO” 
FORMULA FOR INFANTS 
mom, 


EVAPORATED 
MILK and DEXTRI-MALTOSE® 
FORMULA FOR INFANTS 
Made trom whole milk and Dextri-maltase” 


with added vitamin D. 4 
®aporated, canned and sterilized 


Mrap Jounson & 


th 
and Lactum has a 4 dimensio' 


... time-saving convenience 


Lactum feedings are prepared simply 
by adding water. A 1:1 dilution 
provides 20 calories per fluid ounce. 


MEAD JOHNSON & CO 
EVANSVILLE 21,I1ND., U.S. 
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